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FOREWORD 



This volume has drawn together the descriptions of several 
emerging, innovative approaches to mental health problems. It stems from 
an Institute held at the University of Rochester in June, 1965, and reaches 
publication at a particularly advantageous time. With the passage of the 
staffing grant act (Public Law 89-105) the community mental health center 
program is nearing fruition and, though stimulating considerable exparision 
of mental health services, brings into focus a number of problems requiring 
resolution. The development of mental health centers throughout the nation 
emphasizes the need for increased manpower, better coordination of health 
and social services, a greater involvement of all the community caretakers in 
the promotion of mental health, more flexibility and experimentation in the 
delivery of services and, wherever possible, a shift from therapeutic to pre- 
ventive intervention. 

We need to reexamine the assumptions and models that have guided our 
mental health programs, and to search for new methods in the distribution 
of our riaanpower. In the past those who most required help too frequently 
found it least available. The approaches described in this book represent 
attempts to correct such inadequacies and to reconceptualize existing models. 
Though still in an evolutionary stage, the programs described here are im- 
portant because they constitute clear-cut illustrations of emergent and chang- 
ing practice in the mental health sphere and stand as operating models. It is 
recognized that mental health problems cannot be the exclusive responsibility 
of any single discipline. 

Conceptually, the volume emphasizes a preventive approach and the 
development of theory to underline the promotion of mental health. If the 
community mental health centers are to be truly innovative, they will need 
the background of knowledge and experience presented in this bwk. 

The authors are eminently qualified by experience and training to dis- 
cuss the emergent approaches to mental health. The mental health program 
in Rochester has long been known as a dynamic and innovative one, which 
has l^een not only home territory, but classroom and laboratory to Doctors 
Cowen, Gardner, and Zax. Like their colleagues elsewhere, I have followed 
with great interest the developments in Rochester and Monroe County. My 
visits there have added to my enthusiasm. This book which stems from the 
work there will fill a real need for mental health workers. 

R. H. Felix, M.D., M.P.H. 



PREFACE 



The mental health problems of modern society are complex and 
deeply rooted. Only relatively recently in the history of man has the signifi- 
cance of such problems been clearly recognized. Since then we have been 
engaged in a growing struggle lo reduce the human ineffc’sncy and to com- 
bat the human misery that derive from emotional difficulties. This effort, 
necessarily, has been guided by pragmatic considerations and immediate, felt 
pressures for help. The present volume considers the effectiveness of the 
traditional and historically dominant approaches that have evolved as part 
of the early, systematized efforts of society to deal with disordered function. 
On this basis, it seeks to delineate fundamental issues that must be engaged 
if we are to achieve a sounder mental health order in the future. An attempt 
is made to articulate alternative conceptual models, including the types of 
programs and research which stem logically from these. 

The largest single portion of the volume, however, consists of a series of 
concrete descriptions of inno'/ative and viable “programs-in-action addressed 
to specific aspects of our total mental health problem. Included among these 
are community mental health programs, special mental programs for the 
poor, programs for training new, nonprofessional, mental health manpower, 
and primary, as well as early secondary, preventive programs in the schools. 
The approach to the volume is nonparochial. The issues addressed are ones 
of general relevance to all members of the helping professions. Contributing 
authors include educators, psychiatrists, psychologists, and sociologists. 

Considerable impetus for this volume came from a conference on “Emer- 
gent Approaches to Mental Health Problems” (June 17-19, 1965) joindy 
sponsored by the Department of Psychology and Psychiatry at the University 
of Rochester. The conference consisted of a scries of half-day sessions, each 
of which dealt with a topic of central relevance to the larger area. The open- 
ing meeting on “New Approaches in Mental Health Manpower” was chaired 
by Kenneth E. Clark, Ph.D., and it ir.\cluded an introduction overview ulk 
by John Romano, M.D., invited addresses by Robert Reiff, Ph.D. and Rich- 
ard Sanders, Ph.D., and discussion by George W. Albee, Ph.D. and Milton 
Greenblatt, M.D. The second session on “Primary Prevention in the Com- 
munity,” chaired by Harold C. Miles, M.D., included formal talks by Fred 
Duhl, M.D. and Frank Riessman, Ph.D., discussed by John Gumming, M.D. 
and Sheldon R. Roen, Ph.D. A third session dealing with “Early Secondary 
Prevention” was chaired by Robert Haggerty, M..D. and included invited 
presentations by Wilbert W. Lewis, Ed.D. and George T. Donahu.J, Ed.D., 
with discussion by Sidney Koret, Ph.D. and Eli M. Bower, Ed.D. A fourth 
session led by William Fullagar, Ed.D. was directed to the topic of “Pre- 
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ventive Approaches in the Schools” and included formal presentations by Ira 
Iscoe, Ph.D. and Margaret C.-L. Gildea, M.D. as discussed by Herbert 
Zimiles, Ph.D. and William C. Morse, Ph.D. A final plenary session con- 
sisted of free discussion, by all conference participants, with respect to the 
substance of the prior meetings and related materials. This session was chaired 
by S. D. Shirley Spragg, Ph.D. and moderated by Robert Berg, M.D. 

The conference described above was arranged by a coordinating com- 
mittee including the three editors and Norman I. Harway, Ph.D., Head, 
Division of Psychology, Department of Psychiatry, University of Rochester 
School of Medicine. The editors wish to express their sincerest appreciation 
to Dr. Harway for his important contributions to this effort. Support for the 
conference came from several sources including the following: MH 5146-18, 
Training Program in Clinical Psychology; MH 8469-02, Graduate Training 
in Community Psychiatry; MH 1500-01, Early Detection and Prevention 
of Emotional Disorders— each of the foregoing from the National Institute of 
Mental Health. Additional support was provided from the General Funds 
of the Department of Psychiatry and from the Department of Psychology at 
the University of Rochester. We are most grateful to each of these sources 
for their help. It should also be noted that some of the thinking that goes 
into the volume, particularly the first and last chapters, may be traced back 
to the conference and, in that sense, the authors owe a debt of gratitude to 
all of the participants. 

The conduct of the conference itself was greatly facilitated by the gen- 
erous participation of David Beach and James D. Laird, who assisted both 
with arrangements and recording, and by the important secretarial and clerical 
contributions of Miss Jane Ellickson, Mrs. Carol Hunt, and Mrs. Pattie 
Spencer. Preparation of the manuscript was effectively handled by Miss Jane 
Ellickson, Mrs. Thelma Levin, Mrs. Alice McKay, and by Mrs. Marcia R. 
Macklin, who typed the final draft. Mr. Julian Rappaport contributed mean- 
ingfully to the early editing of the individual chapters, as did Mr. G. Ramsay 
Liem and Mr. Richard J. Cowen during the latter phases of the editorial 
cycle. We are deeply indebted to the foregoing individuals and are most 
appreciative of their significant contributions to the final product. 

E. L. C. 

E. A. G. 
M. Z. 
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1 

THE MENTAL HEALTH FIELDS TODAY: 
ISSUES aND problems 

Emory L. Cowen and Melvin Zax 

University of Rochester 



This chapter begins with a review of the historical antecedents of 
current beliefs and practices in the mental health fields. Beyond that, its pur- 
[X)ses are to phrase the questions to which the volume is addressed and to 
ftKus on some of the fundamental issues underlying it. The aim is primarily 
that of exposing relevant problems rather than of trying to speak to their 
resolution. 



Historical Perspectives 

The history of man’s ideas about mental illness and mental health 
is a long and tortuous one. It has been marked by a series of conflicts, some 
of which seem rooted in man’s need to feel secure and others of which are 
more strictly irAtellectual in nature. It seems man was initially drawn to con- 
cern himself with behavior only because it went awry. Modern man, like the 
primitive, proceeds largely under the assumptions that he is in good command 
of his psychological processes and that he knows just why he behaves as he 
does. When unreasonable behavior occurs, it demands explanation and atten- 
tion either because it is troublesome to others or because it may suggest to 
those who seem outwardly secure that they, too, are vulnerable. 

Man’s first great struggle in attempting to understand behavioral dys- 
function was between the tendency to attribute it to supernatural causes, as 
was done with most natural phenomena, and the need to look at it closely in 
an attempt to deal with it rationally (Alexander & Selesnick, 1966 ). The 
invocation of spirits involved the assumption that just as some events occurred 
because man willed them and took steps to cause them, so, too, might such 
peculiar phenomena as mental illness arise because some powerful spirit, 
well-intentioned or otherwise, would have it that way. Hippocrates’ great 
contribution was his insistence that rational explanations could be found for 
mental aberration, and his contemporaries in the golden age of Greece con- 
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tributed much concrete thought based on such an assumption. Down through 
the years, however, first the spiritistic, then the rational, idea prevailed; and 
a variety of factors seemed to determine which held sway. Certainly the state 
of man’s sense of security and safety was a crucially important, determining 
factor. 

As the Roman Empire began to break up and Europe was ravaged by 
plagues and marauding hordes of barbarians, life became so unsettled that 
man could not withstand threat while he sought rational solutions. He needed 
to do something which would bring quick relief and hope. His resolution v/as 
to turn to religion, which could bring some immediate order to his existence 
by prescribing much of his behavior. Even more, though, religion held out 
the hope of an afterlife in which surcease would be found. With this em- 
phasis on the importance of the supernatural and an afterlife, interest ii\ 
rational causes of behavior diminished. The rational approach was revived 
only after Western man began to undergo an intellectual reawakening. This 
revival, a struggle that continued over many years, began because the restric- 
tions imposed by religious forces came to be more onerous than the insecurity 
associated with rebellion against the established order. It might be added that 
the conflict between faith and understanding was never won completely by 
either side. 

When man emerged from the Middle Ages and became more thought- 
ful about aspects of his own behavior, a new conflict emerged, one which 
was, in most respects, intellectual. The conflict involved the question of 
whether man’s behavior was to be understood on the basis of his biology or 
his experiences. While many of those whose primary appeal was to biology 
took on overtones of spiritism, there has always been a group of such theorists 
who hewed to a strictly scientific line. 

In many ways a biological explanation of behavior, particularly behavior 
disorder, is an attractive one for man. This is probably so because, on this 
basis, the person who becomes ill can be regarded as the exception. He is the 
one with a vulnerable physiological structure. If experiential variables are the 
main causes of mental illness, then we are all vulnerable. We are all subject 
to noxious experiences, many of which we are at a loss to control. Thus, 
mental illness may befall us all. This is an idea that man has found extremely 
threatening down through the years. His preference has been to ignore it, 
despite occasional, perceptive reminders, usually from literary sources. Don 
Quixote, for example, may be seen as a characterization of the rational and 
irrational forces within all men. 

The vulnerability that man has always felt regarding control of his own 
behavior has, no doubt, been a determining factor in what he has regarded 
as mental illness, how he has thought about it, and what he had done about 
it. For most of the history of man, when mental illness was considered, the 
referent was to extreme or bizarre behavior (Zilboorg & Henry, 1941). 
Those manifesting such behavior were thought to be men apart, and indeed. 
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they were treated as such. The shameful history of conditions in early mental 
hospitals and the practices which prevailed in them seems to substantiate this 
view. Foucault (1965) makes a convincing case for the idea that attitudes 
formerly held toward lepers were transferred to the mentally ill, so that ex- 
clusion from society became the acceptable way to treat the problem. 1 he 
early hospitals were simply places of confinement to which all of society s 
undesirables-the beggar, ‘he vagabond, the thief, the lunatic— were sent. 
The deranged, however, had a special place in such institutions. They were 
displayed to the. public, much as animals in a zoo. They often lived un( er 
conditions which can only be compared to those endur^ by wild beasts, and 
in fact they were commonly thought to possess animal-like protection agmns 
the worst inclemencies. Even so great a humanitarian as Pinel marveled at 
“the constancy and the eas5 with which certain of the insane of both sexes 
bear the most rigorous and prolonged cold” (Foucault, 1965, p. 74). 

Man was slow to accept the idea that the behavior of the deranged was 
on a continuum with socalled normal behavior, but as his attentions shifted 
from the grossly peculiar manifestations of the seriously disturbed to the 
symptoms of the less disturbed (e.g., the. neurotic), man developed a new 
awareness. Even in this instance, early interest was in the most dramatic 
neurotic syndrome, hysteria, which was usually regarded as an essentia y 
physical condition. In his work on this disorder, Freud formulated and crystal- 
lized ideas about the causes of the behavior of all men. Interest jn such issues 
was beginning to appear in the nineteenth century, an era marked by a gen- 
erally greater feeling of security for man. Though we may question the merits 
of Freud’s specific formulations about behavior, there is no minimizing the 
significance of his work to the history of development of intellectual thought 
He clearly viewed all men as subject to the same forces, biological and experi- 
mental, and thus paved the way for the readmission of those with severe 
mental illness to the human race. Beyond that, however, his work served to 
refocus the attention of the helping professions, so that their interest and 
activities began to encompass not only the psychotic, but the less seriously 
disturbed neurotic as well. 

This broadening of the scope of the mental health professions resulted 
in a spate of new theories about behavior and the recognition of determinants 
that had not previously been accorded much significance by professionals. 
The years following Freud’s early work witnessed a further enlargement in 
the range of human behavior which is of concern to the mental health worken 
Interest in neurosis led to the recognition of the effects of emotions on physi- 
ology and to the development of psychosomatic medicine. Perhaps even more 
important, a growing awareness of the significance of the so-called ego struc- 
tures in mental illness sensitized man to greater subtleties in behavior and its 
potential rooting in early experience. Gradually many of the givens of 
human nature were called into question. We are less certain now, for ex- 
ample, that IQ is entirely related to innate qualities. We are less prone than 
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we used to be to regard certain groups of individuals whose behavior is, in 
some ways, “primitive” as inherently inferior. As a result, the mental health 
professions, especially in the United States, seem to be undergoing a new 
expansion of their horizons. This has not happened because the old problems 
have been solved; schizophrenia, for example, remains a vexing concern. It 
has probably come about because man is daring to look at himself more closely 
than he ever dared before and is willing to admit that there are subtle aspects 
of his behavior, to which large numbers of individuals are a party and, which 
concern him. 

It would be a mistake to attribute all of the changes in our thinking 
about mental functioning to the ideas of any single person. History is full of 
instancei; where advanced ideas were thrust aside in favor of primitive no- 
tions. Intellectual advance requires fertile soil and a proper climate in which 
to grow, and this seems especially true for man’s ideas about his own behavior. 
Where there is a need for the security that superstitution and magical prac- 
tices afford, the person w'ho would apply his intellect to the problems of the 
day is a threat. His approach denies the validity of the supernatural and, 
whatever success a science achieves, it inevitably confronts man even more 
with his ignorance. Thus, it is the reasonably secure man who can tolerate 
rationality in thinking about how and why he acts. Lewis (1941) has gone 
so far as to assert “It is possible to say that the attitude of a people toward 
mental disorder is a fairly accurate indication of the stage of civilization at- 
tained by them” (p. 24). By such a standard modem man, especially in this 
country, is advanced indeed. The reasons for this are manifold, but in large 
measure, they can probably be reduced to the fact that he has achieved a 
degree of material security never before equaled. Western man no longer 
need fear for having enough to eat, a safe place to sleep, and protection 
against the elements. While the social turmoil attending the kind of rapid 
technological advances being achieved is stressful, the most elemental needs 
of man are better met today than at any other time in the history of civiliza- 
tion. The primary stresses of the time derive not from a lack either of tech- 
nology or of understanding of the natural world, but rather from man’s failure 
to have advanced as far in the social sciences as he has in the natural sciences. 
He is, therefore, for the first time in history, more at the mercy of his fellows 
than of the natural forces around him. 

Wherever man’s problems with nature have been well resolved, it is 
reasonable to expect that his attention will turn to problems with his inner 
self and his fellow man (Schofield, 1964), and nowhere has this happened 
more obviously than in the United States. Though a product of Europe, 
Freud was the adopted son of the United States. Furthermore, the warm 
reception accorded Freud paralleled other movements within this country 
which contributed influentially to the manner in which the helping profes- 
sions have evolved. The historical moment for such acceptance seems to have 
been ripe. The extensive efforts of Dorothea Dix over a century ago aided 
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(:he establishment of our earliest state hospitals. Later, through the work of 
Isaac Ray and particularly as a result of the experienct;s and v/ritings of Clif- 
ford Beers in the very early years of the twentieth century, the mental hygiene 
movement in this country was founded. With Beers as its guiding force, and 
with the backing of distinguished professionals of the time, including Adolph 
Meyer and William James, the mental hygiene movement emerged initially 
as a pressure group oriented to educating the public and stimulating action 
to solve the problem of mental illness. Bijers’ original concern was with im- 
proving conditions in mental hospitals, but the primary aims of the movement 
soon shifted to two other objectives— establishing a program of eugenics to 
deny parenthood to those who were “manifestly unfit” and promoting the 
likelihood that children would be provided environments best-suited to their 
development. 

The National Committee for Mental Hygiene, established in 1908 as an 
offshoot of the mental hygiene movement, succeeded in the furtherance of 
some of the foregoing aims but failed in others. Its pioneering efforts to estab- 
lish clinics for children, as one means of dealing early with problems of men- 
tal illness, bore fruit. Moreover, the Committee helped to institute the practice 
of keeping and reporting statistics on patients in mental hospitals and to 
create an inspection service for mental institutions. On the other hand, many 
of its proposals, such as aftercare programs for former mental patients and the 
launching of broad-gauge programs .cor prevention, failed almost completely 
to arouse enthusiasm. Despite the work of men like William Healy, who 
around the turn of the century wrote extensively about the socioculmral root> 
of delinquent behavior, the time was not yet ripe for attacking a problem of 
such magnitude (Eisenberg, 1962b). One reason may well have been that 
the idea of being able to create a social system which could eliminate serious 
mental disorder was too remote or visionary. Another may have been that 
great hopes for curing mental illness were being aroused by the development 
of psychoanalysis and the successes that were being achieved ^vith somatic 
approaches to disorders like paresis. Finally, psychiatrists themselves were just 
beginning to win respectability within the medical profession and were not 
ready to abandon work which seemed to be paying off in order to learn new 
disciplines and new techniques which might bring uncertain returns. 

Marked expansion of interest in the mental health fields in the United 
States seems to have gained major impetus from the growing acceptance of 
Freudian principles and practices following World War I. The work of men 
like Adolph Meyer very likelj' paved the way for an appreciation of Freudian 
concepts, particularly the need to view mental illness from the perspective 
of a lifetime of experiences which contribute to ultimate disorder. At any rate, 
psychoanalytic ideas flourished in this country and found their way not only 
into clinical practice but also into such diverse areas as literature, advertising, 
the arts, etc. (Duhl, 1965). This has been an important development in the 
popularization of the belief that all men are subject to similar dynamic forces 
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and are equally vulnerable. One consequence of greater acceptance of this 
notion has been the growing demand for mental health services, particularly 
psychotherapy— not entirely, however, on the part of those suffering the most 
serious illnesses. Indeed, by the 1950’s, as Hollingshead and Redlich (1958) 
were able to point out, intensive one-to-one psychotherapeutic approaches had 
ttecome most widely applied to the relatively well-to-do and better function- 
ing of the patient population. The less affluent and sometimes more seriously 
disturbed patient, when treated, was being treated far less intensively and 
often only with somatic methods. 

To hack off a moment in time, it is also necessary to look at the impact 
of another significant set of developments on the evolving mental health 
scene. The present century— marked by a resurgence of mans hostility to 
man, with supporting technology to make such hostility many times more 
destructive than ever before — has witnessed two major international conflagra 
tions of disastrous proportions. These conflagrations had important reverber- 
ations upon the mental health views of both professionals and the laity. For 
one thing, specific interminglings of new combinations of people from all 
walks of life, frequently under highly stressful conditions, graphically ex^d 
many, for the first time, to a systematic view of the vagaries of emotional 
perturbation. Certain types of acute psychological turmoil and mental illness 
became much more widely known and, in many situations, l^came, very 
concretely, major problems in the lives of individuals and those in close asso- 
ciation with them (Beliak, 1964). 

As Sanford (1965) has pointed out, some advances were made during 
World War I with respect to early diagnosis and treatment of emotional dis- 
turbance, and, particularly, in furthering acceptance of the doctrine of psy- 
chogenic determination of disorder. Our level of concern regarding such 
problems increased markedly at the time of the outbreak of World War II 
(Dunham, 1965). Psychiatric screening of potential recruits became much 
more intensive, and great numbers of individuals were rejected from service 
as psychologically unfit. Moreover, closer attention was paid to the problem 
of breakdown during service, and we were further shaken by the finding that 
nearly half a million servicemen were discharged for reasons of emotional 
disability. Each of these discoveries served to highlight the magnitude of our 
mental health needs and the consequences of our past failures to respond 

to them. 

Sarason, Levine, Goldenberg, Cherlin, and Bennett (1966) have noted 
that two of the major problems growing out of our experiences in World War 
II were those of the immediate and long-range care of hundreds of thousands 
of human beings who were psychological casualties of the conflagration. We 
had neither the resources nor the personnel to discharge these obligations 
effectively. Awareness of these lacks became a powerful determinant behind 
the federal government’s appropriation of vast sums of money to the Veterans 
Administration at the end of World War II. The principal objectives of these 



THE MENTAL HEALTH FIELDS TODAY 9 

appropriations were twofold: to provide hospital and out-patient facilities, 
with their attendant services, for the veteran; and to foster the training of 
needed mental health professionals in these areas. As such, the VA program 
—still in forc(;— has represented a powerful influence on the recent growth o.f 
the helping professions in this country. 

Largely in response to the events of World War H but at an even 
broader and more basic level, Congress in 1946 passed the National Mental 
Health Act. This legislation, justifiably regarded by some (Romano, Ch. 2) 
as the s’uigle most important development in the history of the mental health 
moveme.\it, provided a budget for widespread augmentation of facilities and 
services, the training of professional personnel in all of the helping fields, and 
comprehensiv<; research in areas relevant to mental health. As an outgrowth 
of this act, tlie National Institute of Mental Health was created several 
years later, and it has served as the principal administiative agency for its 
implementation. In the years since the enactment of the original legislation, 
the scope of activities encompassed by the NIMH programs has steadily 
widened, and its total budget now exceeds one quarter of a billion dollars per 
year. The contributions of this act and its subsequent emendations to the 
mental health fields cannot be overestimated. 

Nearly a decade after the end of World War II, the need for a compre- 
hensive and critical analysis of the mental health scene, independent of a 
precipitant so extreme as total conflagration, had crystallized. Accordingly, 
passage by Congress of the Mental Health Study Act in 1955 established a 
Joint Commission on Mental Illness and Health with this objective in mind. 
The specific mandate of the Joint Commission was . . to survey the re- 
sources and to make recommendations for combating mental illness in the 
United States” (Joint Commission Report, 1961, p. v). The composition of 
the Commission, its objectives, the scope of its operations, and the substance 
of its recommendations have, by now, been detailed many times— most com- 
pletely, of course, in the constituent volumes and summary (Joint Commis- 
sion Report, 1961) that constitute its final report. This report, as some 
observers (Sarason et al., 1966) have commented, served to underscore forc- 
ibly the magnitude of our mental health problems, the shortages of qualified 
professional personnel, and some limitations deriving from entrenched modes 
of mental health practice. One highly germane aspect of the report was the 
importance accorded to the community as a potential arena for the engage- 
ment of mental health problems. 

The significance of the issues addressed by the Joint Commission Report 
is such that some controversy about its recommendations, almost inevitably, 
has been generated (Eisenberg, 1962c; Iscoe, 1962; Freedman, 1963; Caplan, 
1964; Sanford, 1965). In the main, however, the recommendations have been 
viewed as sound and forward-looking. As Glasscote, Sanders, Forstenzer, and 
Foley (1964) have said: “Their report was proclaimed a landmark in the 
history of the mental health movement in this country” (p. 6). Whether it 
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will prove to be a landmark tixaf. future historians merely cite in their dis- 
passionate recording of past events, or one which they come to admire for its 
great functional significance, is a matter that only time will tell. It is already 
soon enough to know, however, that the document has been an extraordi- 
narily influential one and that, at least for the next several decades, it is likely 
to constitute a blueprint in the mental health areas. 

The need perceived in the Joint Commission Report to conduct our 
mental health business closer to the community reflects a series of factors 
which, collectively, support the logic and merit of such a shift in orienta- 
tion. Among the most significant of these factors are the changes in treatment 
approaches with seriously disturbed patients, leading toward the growing 
realization that confinement need not be a lifetime matter and, thus, toward 
a more frequent establishment of **open-door” policies in mental hospitals 
(Eisenberg, 1926b; Williams, 1962; Greenblatt & I^winson, 1965). Perhaps 
the most dramatic of these changes came with the introduction of a series of 
chemotherapeutic agents, notably the psychotropic and antidepressant drugs, 
which created new possibilities for many individuals, both for direct treat- 
ment and aftercare in community settings (Beliak, 1964). Another important 
strand in this development was the increasing awareness of the antithera- 
peutic forces in total institutions, culminated by Coffman’s searching essay 
(1961), and conversely, the utility— under certain conditions— of the hospital 
as a therapeutic community (Jones, 1953; Fairweather, 1964; Jarvis & Nel- 
son, 1966). Each of these factors has directed attention toward the commu- 
nity-at-large and its resources as a potential force in combating emotional 
disorder. 

And, finally, there has been an evident current of willingness, even out- 
side of the helping professions, to widen our historically narrow conceptions 
of the factors which contribute to disorder and the form in which such dis- 
order may be manifested. Thus, the potential linkings of lack of education, 
poverty, squalor, and the undermining of human dignity with scarring of the 
psyche have come, more and more, to be viewed as admissible (Clausen, 
1966). This latter wave comes from recognizing the paradox of a society 
struggling to provide more and more opportunities for education, achieve- 
ment, and the accumulation of material comfort and, at the same time, 
observing an ever-widening chasm between those who benefit from such op- 
portunities and those who do not (Burgess, 1965). The seriousness of this 
gulf has become more than a scientific or professional concern. It has prompt- 
ed the government of this country to create, through massive appropriations 
of public funds, programs which are aimed at reducing the chasm (Office of 
Economic Opportunity, 1965) and making it possible for all people to live a 
more effective, fulfilling, and personally gratifying existence in what has 
come to be known as the “Great Society.” The civil rights movement and a 
variety of programs sponsored by the Office of Economic Opportunity (e.g.. 
Project Head Start) well exemplify this development. These programs are 
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anchored in the community, and though they are targeted primarily to social 
problems, their relevance for the mental health areas has not gone unnoticed 

(Reiff, Ch. 5). . . . r 

The foregoing factors have contributed to the shift in orientation of 

mental health professionals toward the community and its primary institu- 
tions-a shift which is reflected to some extent in the Joint Commission Re- 
port. The fuller impact of this development was dramatized in President 
Kennedy’s February, 1963, address to Congress calling for a new type of 
mental health facility. As Caplan (1964) comments: “The fact of the message 
itself— the first official pronouncement by a head of government . . .—as well 
as its content emphasize that henceforward the prevention, treatment, and 
rehabilitation of the mentally ill . . . are to be considered a community 
responsibility and not a private problem . . .” (p. 3). The statement by the 
President presaged enactment of the Community Mental Health Act of 
1963, which is to be viewed as a major part-implementation of the Joint Com- 
mission Report. This act established the basis for a comprehensive network 
of community mental health centers around the country to engage mental 
health problems in a form and manner which departed from long-standing 
practice in this area. The proposed activities of such centers, both mandatory 
and recommended, were set down in a series of implementing regulations 
issued shortly after the enactment of the enabling legislation. Though much 
has been written about the community mental health center, its implementa- 
tion, and some of its potential problems (Albee, 1963; Albee, Ch. 4, Caplan, 
1964; Glasscote et al., 1964; Smith & Hobbs, 1966), there is as yet little 
objective basis for its evaluation. The potential importance of the develop- 
ment is such, however, that critical thought and comment about it, as well 
as intensive, logical analysis of its promise and potential pitfalls, are sorely 
needed at this time (Felix, 1963; Brown & Cain, 1964); 



Current Perspectives 

It is apparent from this brief historical sketch that the past seventy- 
five years, and particularly the last twenty-five, have seen tremendously rapid 
and complex developments in the mental health fields. These developments 
grew out of the age-old concern for the severely ill and came rapidly to en- 
compass wide varieties of behavior which had never before been regarded 
as being within the province of the mental health worker. Yet, viewed in 
terms of the total history of man, the mental health movement is still a young 
one. A great portion of our collective efforts has gone into the establishment 
and legitimization of the movement — into an implantation of the notion that 
a mental health orientation represents a fundamental and necessary dimen- 
sion in the evolution of an optimal society. We have grown up in the image 
of a particular model, the medical model, which had been demonstrably effec- 
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live in other areas and had seeming relevance for the management of psycho- 
logical dysfunction. But, in a panoramic social sense, the essential early 
struggle of the movement has been largely one of inside versus outside, of 
respectability versus nonrespectability, or of “pro”-mental health versus “anti”- 
mental health, rather than an internal struggle among alternative mental 
health stratagems and pathways. In other words, we have been so busy becom- 
ing respectable that we have had neither the time nor the security to look 
unto ourselves or to support truly critical evaluation of the substance of our 
efforts. 

It is only very recently that the foregoing situation has changed. The 
mental health movement has, by now, achieved a place of considerable re- 
spect and dignity in many quarters of modern society. We are no longer 
fighting for our professional existence as was Freud sixty years ago. On the 
contrary, the swing of the pendulum has been such that our current problem 
is more often that of being oversold and unable to deliver. The past decade 
has thus been characterized by restlessness, reexamination, and ferment con- 
cerning our mental health helping structures and practices (Caplan, 1964; 
Sarason, et al., 1966) and by a growing interest, on the part of social scien- 
tists and public health specialists, in both the theoretical and practical prob- 
lems reflected in this area (Hobbs, 1964; Caplan, 1965). 

While acknowledging a substantial disagreement about the centrality 
of the various determinants, it is nevertheless possible to approximate a “bill 
of particulars” that comprises most of the variance of current discontent. In 
brief, our problems are these: (1) The need for mental health helping serv- 
ices far outstrips available resources; (2) Past practice has resulted in little 
progress in the treatment of entire classes of disorder; (3) It appears that 
both the effectiveness and impact of one of the backbone techniques in our 
helping armamentarium— psychotherapy— has been seriously overestimated; 
(4) Deliv'^ry of mental health helping services has been characterized by 
profound inequities, with particular reference to variables such as race, social 
class, education, and geography; and (5) Our modes for delivery of mental 
health services are, in the main, out of tune with the social reality and life- 
styles of vast numbers of potential recipients. These are some of the prime 
issues facing the mental health fields today— issues to which emergent ap- 
proaches, such as those reported in the present volume, are addressed. In the 
sections that follow, more detailed consideration will be given to several of 
these problems. 

DEMAND, NEED, AND RESOURCES 

Schofield (1964) uses the phrases “the countable thousands” versus 
“the hidden millions” to point up an important distinction between the de- 
mand and the need for mental health helping services. Though neither term 
lends itself to ready definition, it is clear that, of the two, demand is both a 
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more conservative concept and somewhat easier to s^cify. Estimates of de- 
mand for mental health services are based on statistics such as the num er 
of mental hospital beds occupied, the number of people seeking help t roug 
mental health clinics and agencies, and the number seeing private pracu- 
tionets. In other words, it is possible, at least in part, to be o^rational m 
speaking of existing demand. However, such figures are subject to many 
biases, characteristically in the direction of underestimation. ^ 

of the reports in the Joint Commission series (Gunn, Verotf, & beld, ISbUJ 
indicates that less than 20% of those who see themselves as ne^ng help 
with their emotional problems take such problems to mental fPf“^ 

ists. Beyond that, it is well known (Schofield, 1964; Sanua, 1^66) that the 
availability of facilities is a limiting factor on demand figures. That the num- 
ber of occupied mental hospital beds in the District of Columbia alone is ten 
times greater than the number in many states reflects geography and avail- 
able facilities, not incidence or demand (Sanua, 1966). R^gnizing the «n- 
precision of any approximation, Nichols (1963) has said: 'The total number 
of people who demand some sort of psychological services . . . (is) . . . a^^ 
least tLe million per year, and this is undoubtedly a minimal estimate 

Whatever the difficulties of defining demand for psychological semres, 
they ate minimal when compared to the complexities involved in defining 
need. Few, however, would argue with the assertion that need is far greater 
than demand. To establish demand requires that the person be ^en by him- 
self or by others as having a problem, that facilities for help be available, 
and that he, or responsible others, be able financially and motivationally to 
request help. Faltering at any of these points means that the person m ques- 
tion will not be reckoned as a demand "statistic." And, there is every reason 
to believe that there are many people, with great need, vvho do ^ 
or more of them. Some of these may be among “the recalcitrant 50%-70% of 
the general practitioner’s case-load who are sooner or later labelled neurotic 
(Schofield, 1964, p. 5). Others, among the poor, are people who, though 
beset with serious difficulties, do not define these as psychological or, if they 
do, find the potential sources of help so inimical that they wdl not seek 
assistance. All belong to the “hidden millions” that Schofield (1964) describes 
-people who are unhappy, ineffective, and oftentimes suffering untold 
misery, but who are not formally identified as mental health problems in our 

statistical surveys. 

Assessment of need in the mental health area is not unrelated to some 
very fundamental questions, such as “What is a psychological problem? and 
"How do we determine its presence?” Perceptions of existing need vary as a 
funcHon of the stringency of the answers we provide to there V" 

the relativelv conservative side, several recent sources (Eisenberg, 196 ; Joint 
Commission Report, 1961; Nichols, 1963) have estimated that roughly 10% 
of our present population is in need of psychological assistance. By contrast. 
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several epidemiological surveys (Leighton, 1956; Leighton, 1959; Leighton, 
Leighton & Armstrong, 1964; Srole, Langner, Michael, Opler, & Rennie, 
1962) and early detection studies with young children (Cowen, Izzo, Miles, 
Telschow, Trost, & Zax, 1963; Cowen, Zax, Izzo, & Trost, 1966) report up 
to one-third of the samples studied as evidencing either some degree of psy- 
chiatric symptomatology or moderate to severe pathology. And, perhaps, most 
extreme of all, the two epidemiological surveys cited above indicate that less 
than 15%-20% of the rural and urban samples studied (Stirling County, 
Nova Scotia, and midtown Manhattan) were free of indicants of emotional 
distress. These findings suggest that, insofar as mental health helping services 
are concerned, need may well exceed demand by a factor of anywhere from 
six to twenty. 

For the moment, it will be sufficient to consider only the more conserva- 
tive demand statistics as a basis for evaluating existing resources-particularly 
available professional personnel. A searching examination of the problem was 
undertaken by Albee (1959) as part of the Joint Commission series. His key 
finding relevant to the principal helping professions of psychiatry, social 
work, and clinical psychology was that the then-existing shortages, using “ade- 
quate” rather than “ideal” standards of care as the criterion, ranged from 25% 
to 75%. Since there are far fewer professionals than needed in the core help- 
ing professions, it follows that many positions, whether due to type of setting, 
location, salary, or some combination of these factors, have remained perma- 
nently unfilled. Moreover, as Albee has emphasized, if we combine best 
estimates of population growth and professional training potential, it seems 
highly probable that we shall be unable to overcome these deficiencies in 
either the near or distant future. In fact, as has been suggested (Albee, 1963, 
Ch. 4), our manpower problem may get worse because of the increasing 
competition for professional services from agencies and organizations which 
are relative newcomers to the arena. In the field of psychology, for example, 
the need for teachers in colleges and universities is increasing so sharply that 
it is probable that all available psychologists could soon be absorbed in this 
function alone. As a very different case in point, the recommended staffing 
of our new community mental health centers calls for one psychiatrist, one 
social worker, and one clinical psychologist per 50,000 population— not at all 
a luxurious ratio. For a nation of some 200,000,000 people, this means an 
additional 12,000 fully trained helping professionals in a situation where we 
are already overtaxed by critical shortages. 

The concept of mental health resources, of course, extends more broadly 
than just professional manpower. The monies available for mental health- 
relevant activities and programs, our mental hospitals and clinics, and a 
variety of caretaking agencies are further important elements in the total 
configuration of helping resources. Nichols (1963), following a review of the 
current availability of these types of resources, states “. . . it must be con- 



the mental health fields today 

eluded that there is a great shorUge in the supply of psychological Ktvices 
:“tahU rthe cLhined reLlt of insufficient 
funds, not enough psychological faalities and too ew ca g g 

The consequence is inescapable; at present many 

manv mote get less than they need or get the wrong kind Cp- 

Th^oLoing facts add up to a compelling sum. Merely m tjn ^ 

demand for mental health services (rather than “ 'anreriterion 

manv times greater), present resources, measured by almost ’ 

ate Lssly insufficient. Moreover, steering the traditional course, i is p 
Se that’^idsting shormges will Income more critical ^ e^^ 

vTvs of dl^hings iich may help to reduce serious existing imWam* 

beween need or demand, on the one hand, and ^ 

a loeical level, the alternatives for achieving this end are limited. X 

strive either to increase manpower and resources or to reduce need throug 
m::d mcLlogy within ™r present framework <he -dopm^^^^^ 
neW conceptualizations about and approaches to mental health p • 

Thoush these pathways ate not mutually exclusive, they clear.y inv 
SeXrsWgeL, and emphases. Issues such as how our eforts may 
ie ap^rHoned® n seeking to achieve such objectives and ^ 

malizatioTand approaches seem most promising at this time are 
most significant challenges of the emergent approaches movement 

^TltiremtioTof the foregoing broader issues should help “ ^ ““"j 

tion on a series of questions pertaining to utilization “ 

professional manpower in the mental h^lth oj^r^ion 

ing first of the former: In what ways does utihzatmn of 

relate to our guiding conceptualizations? What kinds of peopk both m terms 

of gZ Wongin^^^^^ and personal attributes, may be suited for such wo k? 

Ae rL! of menml health-related roles for which the nonpro e ■ 
sional can be prepared? How do we go about training such people? W 
the relationship ktween selection and training factors, on the one ha^, and 
roles and functions on the other? Are there certain contnbutions that the 
nnnrofessional mav be able to make that cannot be made by the professiona 
What is the effect o^f participation by the nonpmfessional in helping activities, 

both on the recipient of his services and on himself. , , , , r 

^ Similar questions must also be raised about the mental h^lth profes- 
• .1 .. for examnle' What new roles and functions must be acquired 

Z d“s 1 gHoutlning for these functions? What sor« of changes 
will be needed fn the apportionment of the professional s time? What should 
the mUtlship be Jen the professional and the nonprofessional? What 
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are the sources of resistance that may be encountered, both from the profes- 
sionals themselves and from influential training institutions, as we attempt 
to carve out new roles? 

It is certainly easier to associate to such problems than to resolve them. 
At the same time it is well to have them clearly in mind from the very begin- 
ning, since they are issues that will come up repeatedly in later sections of 
this volume. 

PSYCHOTHERAPY: HOPES, DISAPPOINTMENTS, 

AND ALTERNATIVES 

The development by Freud of psychoanalysis as a method for ap- 
proaching the cure of emotional disorder marked the beginning of a new 
era for the mental health professions. There was the exciting prospect of being 
able to deal with psychological problems largely through sophisticated applica- 
tion of techniques of verbal discourse— a major breakthrough in the history 
of healing. In a relatively short period of time, therefore, psychoanalysis and 
its derivative approaches in psychotherapy became the primary tools in our 
helping armamentarium. Indeed, the history of the mental health movement 
in the twentieth century is dominated by the emergence and growth of psy- 
chotherapy, and it is not unfair to say that we have “placed our early bets” 
on this development. Psychotherapy has come to be valued above all other 
approaches by many mental health professionals, by professionals in training, 
and by major groups of potential recipients. Accordingly, other helping meth- 
ods have frequently been viewed as unsophisticated, palliative, or half- 
hearted. 

A host of factors have contributed to the sometimes unreasoned and 
reverent adoration of psychotherapy and to its self-perpetuation (Eisenberg, 
1961, 1962a; Goldston, 1965). Certainly among the more important of these 
is the fact that, for the professional, this function serves simultaneously to 
fulfill a powerful constellation of needs, including those for status and pres- 
tige, economic gain, and power and control. The foregoing considerations 
have contributed to a slowness in, and resistance to, rigorous evaluation. 

The decade of the 1950’s was the period when the early flush of en- 
thusiasm over psychoanalysis, its derivative psychotherapies, and the thera- 
peutic role that it carved out for helping professionals in all fields began to 
yield to serious questions about the efficacy of the approach. Perhaps this 
development came about because some professionals had achieved a certain 
security with a definite role that was becoming widely honored. Perhaps it 
derived from a growing impatience with traditional techniques or from the 
recognition that they failed to answer all mental health problems and that 
unless challenged, there would be little initiative for trying new approaches. 
In any case, a provocative and highly controversial paper by Eysenck (1952) 
presented data suggesting not only that psychotherapy did not positively affect 
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recovery from neurotic disorder but also that intensive therapies appeared to 
be less efficacious than briefer ones. This position has been extended and up- 
dated in subsequent reports (Levitt, 1957; Eysenck, 1961). Thoug y^nc s 
logic and his data have been challenged on numerous occasions 
Levy, & Wertheimer, 1954; Rosenzweig, 1954; Cartwright, 1955 1956; 

Bindra, 1956), few, including his severest critic (Rosenzweig, 1954), argue 
that convincing, positive demonstrations of the effectiveness of psychotherapy 
have been carried out. Schofield (1964) well reflects the current situation m 
the following statement: “. . . we are still awaiting definitive research-we 
still do not have acceptable evidence that psychotherapy accomplishes sig- 
nificant reduction of neurotic symptomatology, let alone evidence that the 
several different forms of psychotherapy have different levels of efficacy 

(p. 99). V • 1 

It is often not sufficiently emphasized that evaluation of the clinical 

effectiveness of psychotherapy is even further biased by the selectivity of the 
patient group that it touches. Those who seek and obtain psychotherapeutic 
services are the relatively affluent, the better educated, and the less seriously 
disturbed in society. Failure to have demonstrated the effectiveness of psycho- 
therapy is therefore even more serious, since evaluations have been based on 
“more favored” groups. The overall situation is aggravated by the relative in- 
applicability of psychotherapy to many basic emotional disorders, as well as 
by its social ineffectiveness and failure to reach major segments of the popu a- 
tion in need of help (Riessman, Cohen, & Pearl, 1964). 

That psychotherapy remains as a dominant approach today reflects the 
motivational determinants cited above, plus the fact that, as the starting point 
of the modern mental health movement, it has been both our great hope and 
a powerful imprinting force. In speaking to this point, however, Eisenberg 
(1962a) warns: “The history of science ... is replete with instances in which 
an initially liberating conceptualization, once institutionalized, became a ar- 
rier to progress” (p. 824). The matter is well put in such terms. Though we 
are not yet ready to abandon psychotherapy, a rigid adherence to it as the 
major tool in coping with mental disorder, in the absence of evidence of its 
clinical efficacy and positive indications that it is socially ineffective, would 
guarantee lack of progress in our mental health efforts (Caplan, 1965). Here, 
Eisenberg’s further comments (1962a) are most relevant: “The limitations of 
present therapeutic methods doom us to training care-takers at a rate that 
ever lags behind the growing legions of the ill, unless we strike out success- 
fully in new directions in the search for cause and treatment. . . . ociety can 
ill afford today’s precious overspecialization in which trainees may learn one 
method even superbly well but a method that ever lags behind the demands 
placed upon it, while they remain abysmally unaware of the problems be- 
settino the bulk of the mentally ill” (p. 825). The issues which grow out of 
the foreooing analyses, though they may be posed at several levels, seem clear- 
cut. How may the effectiveness of existing approaches to psychotherapy be 
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increased? What are the alternatives to psychotherapy? How may we begin 
to approach pressing and widespread mental health problems which have 
been totally beyond the scope of psychotherapy? Our initial immersion in and 
enthusiasm for psychotherapy have lulled us into an unwarranted sense of 
security that has for too long blinded us to consideration of these vital ques' 
tions. 

Given the inadequacies of mental health resources and the evident limi- 
tations of psychotherapy and its kindred healing procedures, one admissible 
and seemingly “face-valid” alternative is that of prevention. This broad con- 
cept, borrowed originally from public health medicine, encompasses a variety 
of meanings as applied to mental health problems (Eisenberg, 1926b; Bower, 
1963, 1965; Caplan, 1964; Sanford, 1965). Primary prevention is designed to 
forestall the occurrence of disorder, or conversely, it seeks to promote mental 
health. As such, it has its roots in our basic social systems and influence 
processes, transcends the knowledge and expertise of the helping professions, 
and implicates other key disciplines. Secondary prevention has as its aim 
shortening the duration, impact, and negative after-effects of disorder through 
heavy emphasis on early detection and treatment. This broad concept en- 
compasses efforts to identify and to deal with dysfunction either as early as 
possible in the individual’s life history or in the course of a given disorder 
whenever it occurs. These two components of secondary prevention are quite 
different both philosophically and mechanically. Tertiary prevention is tar- 
geted to disorder which is largely irreversible, and its goal is primarily that 
of keeping impairment minimal. In this instance, the argument can be made 
that the term prevention is a misnomer. At the same time, it is appropriate 
to note that a considerable portion of our past efforts in the mental health 
fields have been in the service of tertiary prevention (Williams, 1962). 

Analysis of the problems confronting those concerned with the mental 
health of modern society suggests a strong need for increasing consideration 
of the potential of preventive approaches (Felix, 1956; Leighton, 1960; Eisen- 
berg, 1962c; Bower, 1963; Arsenian, 1965; Caplan, 1965; Sanford, 1965), 
particularly those of primary and early secondary prevention. Our hopes for 
the future should reside as much, or more, in cutting down the flow of dis- 
order as in developing more effective technologies for undoing damage. On 
the other hand. Bower’s remark (1965) “Prevention is at present a high 
status word in the mental health fields . . . (p. 8) reminds us that it is all 
too easy to espouse platitudes in this area. 

It is one thing, then, to hail prevention as a noble cause; it is quite a 
different matter to implement this cause in the face of obstacles, both within 
the community and within professional groups, which impede our efforts. 
Furthermore, even with the best of intentions, the creative task of developing 
useful programs should not be minimized. Just how does one go about pre- 
venting”? There are few questions that are more cogent in the mental health 
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fields today, and while we shall certainly fall far short of a comprehensive 
and satisfactory answer to it, one of the prime purposes of this volume is to 
approach this issue both concretely and abstractly. 

INEQUITIES IN DELIVERY OF SERVICES 

There has been a sharply growing awareness in recent years that 
social deprivation is related to rates of occurrence of emotional disorder 
(Fried, 1964; Clausen, 1966) and that delivery of mental health services is 
highly' disproportionate for various segments of society. Factors including 
education, financial status, race, geography, and socioeconomic status are 
critical in this regard. Sanua (1966), in a comprehensive review of a number 
of surveys and studies pertaining to psychotherapy services, has pointed out 
that such variables determine, in significant ways: seeking help in the first 
place, being accepted for treatment, the nature of the help received, remain- 
ing in treatment, and prognosis for positive outcome. Much the same can 1^ 
said for all other types of mental health services (Miller & Mishler, 19M). 
Where help is most needed, it is typically least available and least effective. 

Several classic surveys have demonstrated additional biases 
this same cluster of variables. Some investigators (Hollingshead & Redlich, 
1958; Pasamanick, Roberts, Lemkau, & Krueger, 1964) have demonstrated 
that unfavorable diagnoses such as schizophrenia are more readily apphed to 
those from the lower economic classes than to members of the middle and 
upper classes. McDermott, Harrison, Schrager, and Wilson (1965) ^ave ex- 
tended these findings by showing that more pessimistic diagnoses are attached 
to children of blue-collar workers than to children of white-collar workers. 
In the area of diagnosis, a fascinating study by Haase (1964) contributes 
further to our understanding of the problem. This investigator asked sophisti- 
cated clinical judges to evaluate Rorschach records of patients. The same 
protocols were preceded in half the cases by identifying information indicat- 
ing a middle-class background, education, job, and income and in the other 
half by a typically lower socioeconomic class picture. Judges uniformly rated 
patients sicker when the identifying materials indicated lower socioeconomic 
background. The related and important question of the meaningfulness ot 
typical psychological tests and assessments procedures with the poor is raised 
in a number of chapters of the volume by Riessman, Cohen, and Pearl 

At another level, the Midtown Manhattan Survey (Srole et al., 1962) 
uncovered a huge number of potential patients, particularly among the lower 
socioeconomic groups, who were not receiving treatment and who could never 
be accommodated by the limited number of available professional workers. 
For the poor, when dire moments come, a mental hospital is the outlet of 
choice. Yet Coffman (1961) and others who have looked into conditions in 
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such hospitals found that many prevailing practices existed primarily to sim- 
plify the job of caring for and feeding large numbers of incapacitated people, 
rather than because they had any therapeutic value. In many cases such prac- 
tices seemed detrimental to good patient care, and much that passed for 
“therapy” in the hospital was a form of “window-dressing” for the benefit of 
outsiders. 

There is not only the question of imbalance in delivery of mental health 
services but perhaps the even more fundamental one of translation of need 
to demand, which typifies large segments of the populace. For many indi- 
viduals the development of a felt need for help is inhibited by the way in 
which they perceive their difficulties and by their basic style of life-the only 
style they know. The problem of how to introduce a force for adaptation apd 
mental health into the lives of such people is a staggering one, even if we felt 
secure in knowing how they should be adapting. For this type of interven- 
tion there have been no good traditional models. As a matter of fact, the 
model handed down within the medical profession emphasizing the need for 
a patient with a distinct difficulty is simply not calibiated to those who fail 
to recognize such a problem. The public health model within medicine has, 
perhaps, had something more to offer, but even that usually starts with a 
clear goal in mind— a specific disease entity which needs to be dealt with by 
specific means. Often in such instances considerable public support for pro- 
fessional efforts can be mustered from those wishing to avoid illness. How- 
ever, the mental health problem in this area is of another ilk, inhering often 
in the fact that people fail to find a psychologically impoverished way of life 
a problem, primarily because they know no other. 

The entire difficulty does not lie in the members of the community who 
would be the objects of mental health interventions. It lies in the professional 
specialists as well. They have been trained in the traditional scheme, and 
they, too, know no othf"- way of life (Miller, 1964; Riessman & Miller, 
1964). Moreover, the traditional role has allowed them to reap status and, 
with it, the security of seeming to know what one is doing and why. Moving 
into work with the heretofore unreached means venturing forth among a 
social class which is entirely unfamiliar-among a group of people who fail 
to respond in the fashion expected from patients. They may not be verbal in 
the manner of the middle class, nor at all impressed by psychodynamic formu- 
lations (Schneiderman, 1965). They are less concerned with self-actualization 
than they are with survival, even under minimally comfortable and gratify- 
ing circumstances. As Bredemeier (1964) points out, they are a class con- 
sidered “inferior” by traditional mental health workers precisely because they 
do not share the values and concerns of the classes that respond to actions 
based on psychodynamic formulations. The fact that the mental health fields 
have contributed little to the resolution of the problems of the lower class is 
a blight on their record and a central challenge for the future. 
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SOME ISSUES REVISITED 

The singularly influential quality of the Joint Commission Report 
Cl 961) has been noted in an earlier section of this chapter. Particu ar y - 
cause of that fact, and now in the light of our review of salient mental health 
issues and problems, it is important that we reexamine some of its corner- 
stones in an effort to appraise, more realisticaUy, the promse and failings ot 
the report. The terms prevention and community mental health appear tre- 
quently in the report, and one of its salutary impacts has been to focus some 
attentiL on these movements. On the other hand, it would be a serious error 
to assume that these are the primary emphases of the recommenaatmns. A 
direct quote from the summary of the report should suffice to make this pom 
clear: “. . . major mental illness is the core problem and unfinished business 
of the mental health movement and . . . the intensive treatment o patients 
with prolonged mental breakdowns should have first call on fully trained 
members of the mental health professions. There is a need for expan mg 
treatment of the acutely ill mental patient in all directions via communi y 
mental health clinics, general hospitals, and mental hospitals, as rapidly as psy- 
chiatrists, clinical psychologists, psychiatric nurses, psychiatric social wor ers 
and occupational, physical and other nonmedical therapists become available 

in the community” (p. xiv). . * i 

It is well to underscore the values that are reflected rn thrs p.vota^ recom_ 

nrendation: (1) that psychosis is the central probleni o_ die ^ 

fields, (2) that intensive treatment ts the method of choree, C ) 
hopes lie in massive augmenUtion of hosprtals, clinrcs, and t e ™pp y o 
helping professionals, and (4) that the community is si^ificant to the extent 
thaf it is instrumental in approaching the problems of “mental breaMowm 
These values are hammered home time and time again m the course ot the 
final report, and admiss,'..e alternatives are, to a considerable extent, eschewed: 

" . . the bias of this report [gives] a little discomfort to some ... who have 
a strong commitment toward practices and programs airned at the P™™ 
ot posiL mental health in children and adults. ... We have assumed that 
the mental hygierre movement has diverted attentron from the core problern 
of major mental illness. It is ortr purpose to redirect atterrtr™ to the posr- 
bilities of improving the mental health of the mentally til (p. 242). Qurte 
explicitly, the report goes on to say that its central concern rs wrth . . . vatr- 
ous levels of service, beginning with secondary preventton ... arid “nttnnrng 
through intensive and protracted treatment of the acute and chronrcally tl 

\«ious question must be raised about the fundamental substance of the 
[oint Commission recommendations. Through its erriphasis on secondary an 
tertiary prevention, it reinforces utilization of a model that has not met with 
disringuished success in the mental health areas and which may not be well 
suited for dealing with such problems. Its call for a multiplicative thrust m 
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P FiiriliHes and relevant personnel may, therefore, be based on 
st«ak are real and pressmg. Howeve^ he ^ 

health Belds today, given the be “good" in the ebsohte 

live ordering o nutny values, each of whch "e goo 

sense. Critics of the Joint Commission Repor ' 

1965) have been quick to seize ™ ‘e j^ek to prevent the occurrence 

case tor the consideration of ™ ^ t„ be guided by the 

r;^d some of the most proniising iTprin, 

health problems. We must, therefore, question its suthciency p 

1963. This legislation is, perhaps, the -f 

Joint Commission , 964 . Smith & Hobbs, 1966) require 

Ihf eve^l- Iter provide five essential types of service: 

indicates that the force of the movement, in line with the Joint ommi 
rnphS direction of trying to cope with manifest “major menta 

illness ” As the listing of essential services suggests, the great propor i n 
illness. 8 preempted for perpetuation, on a more massive 

Six 

keeping treatment dos« earlier 

patient and attempting 0 r heretofore possible (Ozarin & 

R 1, t lh« Ihfc RgiRfict and pmndaiy 

i. J .dan.:. 
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tions and by the manner in which its prescribed functions are “frozen.” It is 
a legitimate question to ask whether the gains to be derived from the com- 
munity mental health center movement, as defined, will exceed those that 
might accrue from other, more flexible utilizations of comparable resources, 
placing greater emphasis on alternative assumptions and goals, including those 
of prevention. 



About the Volume 

The present volume was born of the conviction that traditional ap- 
proaches to the mental health problems of modern society have, at best, been 
inadequate. Reduction of the incidence of emotional disorder has failed to 
keep pace with expansion of the helping professions, greater sophistication, 
and improved technology; and this has given rise to a growing need to re- 
examine our assumptions and practices. 

It is not difficult to recognize that the mental health problems confront- 
ing us are varied, complex, and deeply rooted. For this reason it would be 
inappropriate to hope for simple resolutions. Different problems call for dif- 
ferent types of attack, and both the need and present state of our knowledge 
are such that a variety of approaches is to be encouraged. There are no illu- 
sions about the comprehensiveness of this volume. As one written largely 
from the standpoint of the helping professions, it is clearly an oversimplifica- 
tion that fails to accord sufficient attention to relevant and significant determi- 
nants from other disciplines ranging from the political (Straetz & Padilla, 
1966) to the biological. Certainly, this is a basic failing, but it is one which 
should not be misconstrued as denial of the importance of a broad-gauge 
assault on mental health problems. 

The principal aim of the introductory chapter has been to identify a set 
of problems and issues facing the mental health fields today and, in so doing, 
to define the scope of the volume. Common denominators characterizing suc- 
ceeding chapters are a deep sense of concern about these issues, a challenging 
of historically dominant modes of mental health practice, and a willingness 
to explore new pathways and potentially innovative solutions to long-standing 
problems. To put the matter less in structural terms and more in substantive 
ones, the major foci of the volume include: critical reexamination of the 
assumptions and models that have guided our mental health operations, new 
ways of utilizing mental health manpower, alternative approaches to the de- 
livery of mental health services, and issues of timing (e.g., children versus 
adults) and locus (e.g., the community and its primary institutions) of our 
mental health efforts. 

Specific chapters differ, however, with respect to the aspect of the total 
configuration engaged, the model adopted, and the resolutions offered. Al- 
though the volume includes several chapters dealing almost exclusively with 
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conceptual, theoretical, and perhaps, even philosophical matteB, in Ae mam 
it is characterized by an emphasis on concrete programs m action_ ihe latte 
are clearly not the only ones of their type; they illustrate rather than exh^s 
existing Lsibilities. In the aggregate, however, within the guiding frame- 
work of the volume, they represent a fairly broad spectrum of approaches. 

Part II of this volume includes four chapters which are largely con 
ceptual in their orientation. In Chapter 2, Romano has drawn “ 

current social movements in the fields of mental health and iltes, how they 
have come about, and what their aims are. In the chapter that follows. Turner 
and Gumming (Ch. 3) undertake a comprehensive and critical analysis ot 
the medical model as applied to the mental health fields in an effort to pomt 
up some of its shortcomings. An alternative set of assumptions and its de- 
native practice are then develop- Albee (Ch. 4), followmg an examma- 
tion of existing and projected mental health manpower needs, points up the 
intimate relationship between conceptual models and manpower 
with suggestions for drastic modification of current approaches. The final 
chapter fo this section, by Reiff (Ch. 5), consists of a searching ana^s« o 
the mental health needs ot the poor, with particular emphasis on ideological 
components of the problem and the close links between institutional change 

and the future of the mental health movement. 

The next group ot chapters (Part III) present programs describing new 

sources of mental health manpower and new ways dehvering mentj 
health services in the community. In the first of these, Holz erg, n pp, 
Turner (Ch. 6) describe a project utilizing undergraduate volunteers as 
companions to chronically ill mental patients in a state hospital. Considerable 
research data indicating the effects of the program on both the volunteers 
and the patients is presented. Rioch (Ch. 7) presents a summary of her work 
on two significant projects: training middle-aged housewives for roles first, 
as psychotherapists, and second, as counselors in well-baby clinics and ay 
care centers. Sanders (Ch. 8) reports a program for training college graduates 
to conduct socioenvironmental treatment with mental hospital patients. INext, 
Klein (Ch. 9) gives an account of a training program to prepare teenagers 
from a hard-core area of Washington, D.C., many with “drop-out and delin- 
quent histories, for careers in the human services. In Chapter 10, 

Ascribes the innovative Neighborhood Service Center, an approach to the 
mental health problems of the poor based on the rendering of concrete serv 
ice social action, and utilization of the indigenous nonprofessional worker. 
Gardner (Ch. 11) provides data on the incidence and treatment of disord«s 
with the poor based on a county-wide, case-register study and then describes 
the nature and functions of the Mental Health Team, a combined com- 
munitv effort to combat mental illness among lower socioeconomic groups. 
In the last chapter of this section, Spielberger (Ch. 12) describes a program, 
featuring group consultation approaches, designed to deal with the mental 
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health problems of a southern community largely devoid of professional 

mental health personnel. , , , j • 

Part IV of the volume is directed to work with children m par 

ticular, emphasizes mental health approaches in the schools. Zimiles (Ch. ; 
opens this section with a report of an investigation of the psyc o ogica in 
fluence of variations in school atmosphere and experience, one form of much 
needed social-systems analysis. In Chapter 14, Roen presents a program for 
teaching the behavior sciences, with particular emphasis on psychology, at 
the fourth-grade level. In the next chapter, Morse (Ch. 15) reports an ex- 
tensive program of mental health consultation to the schools, designed to 
increase both the sensitivity of the teacher to problems in the area and her 
effectiveness in coping with them. Gildea, Glidewell, and Kantor, in apter 
16, describe several mental health programs in the school, featuring discussion 
groups for parents conducted by trained lay leaders. Research data on the 
effects of these programs on parent perceptions and attitudes are presente . 
Iscoe, Pierce-Jones, Friedman, and McGehearty (Ch. 17) report a program 
in mental health consultation for teachers and principals manned by grad 
uate students. Evaluation of this program is being undertaken throu^ utili- 
zation of a comprehensive test battery and follow-up interviews. In Chapter 
18 Zax and Cowen describe a school-based program for early detection and 
early secondary prevention of emotional disorder, featuring the use o ouse 
wives as mental health aides and college students in an after-school, day-care, 

activity program. 

The last two programs of this section differ from the preceding ones in 
that they deal with mote seriously disturbed youngsters outside of the tegular 
school setting. Lewis (Ch. 19) reports on Project Re-ED, which reeks to test 
the feasibility of utilizing small residential facilities, staffed by 
trained “teachet<ounselots,” for work with emotionally disturbed children. 
In Chapter 20, Donahue describes a special program for schizophrenic, or- 
ganic, and emotionally disturbed children-youngsters who ate often candi- 
dates for institutionalization or hospitalization-in which housewives ate used 
as “teacher-moms” in a one-to-one relationship with the child. Both the Le™ 
and Donahue programs ate based on the view that proper education is g 
treatment, both are conducted in a manner that allows for continuing, stable 
contact between the child and his family, and both ^k to return the c i 
to the normal classroom situation at the earliest possible time. ^ 

The concluding section (Part V) consists of a single overview chapter, 
the purposes of which are to summarize the salient aspects o t e vo ume, to 
crystallize alternative conceptualizations and their implicaJons, and to otter 
suggestions for needed future work. 

Though many of the programs described in this book are still in an 
evolutionary state, they ?fe important because they constitute clear-cut i us- 
trations of emergent, changing practice in the mental health sphere stand 
as operating models at a time when such models are sorely needed. If this 
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volume helps to promote understanding of these new developments and why 
they have come about, and if it serves as a meaningful point of departure for 
future work of this type, then its aims will have been well fulfilled. And, in 
more optimistic moments, one may even dare to fantasy that certain of its 
guiding concepts and constituent programs may represent significant har- 
bingers of things to come in the mental health fields. 
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PSYCHIATRY, THE UNIVERSITY, 
AND THE COMMUNITY 



John Romano 

University of Rochester Medical School 



One of the most dramatic ways to emphasize the intensity, magni- 
tude, and acceleration of the social movement in the general field of mental 
health might be to quote briefly from a report received recently from col- 
leagues in Cali, Colombia-Professor Carlos Leon and his associate. Professor 
Ernesto Zambrano. The latter served in the Department of Psychiatry of t e 
University of Rochester Medical Center for two years. They^ report t e 
changes which have occurred in their university over the past eight to nine 
years. An excerpt points out, for example. 



. . . that the only place where clinical teaching could be conducted, ten years ago, 
was in an asylum, since no other fa”:ilities existed in Cali for the care o psyc lamc 
patients. In previous years the patienv's had been gathered in vacant lots surroun e 
bv barbed wire fences where they idled naked and in utter promiscuity. Diag- 
nwtically, they included psychotics, epileptics, mental defectives, as well as cnp- 
ples and invalids of all kinds. At Asilo, San Isidro, the historical ^an of progress 
in the care of psychiatric patients is much narrower than that of Euro^ or the 
United States. San Isidro has moved 200 years during the past eight to nme years. 
Eight years ago, it was a human garbage pail for the unwanted mentally i an 
men, ally defective human beings of el Valle. Here .he police Inerally dumH 
these disabled people over the wall into the enclosed compound of the hospital. 
Often bones were broken in the fall to the ground. Acutely disturbed patients were 
chained to the floor of dirty cells, or placed in straight jackets and given cold 
showers with hoses. The emphasis was directed toward protecting the prsonnel 
rather than toward protecting the patients. Care was custodial, enforced incareer^ 
tion under the most unsanitary conditions, with minimal emphasis on therapeutic 
rehabilitation. The philosophy of care was based on the adage, where there is no 

sense, there is no feeling.”^ 



In the few years that have passed, these two young men and their associ- 
ates have accomplished a prodigious task in the undergraduate teaching of 



1 Personal communication. 
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medical students, in changes in patient care, in the graduate teaching pro- 
gram, and in the preliminary investigative work of social problems such as 
predominant trends of behavior in Colombian adolescents, psychosocial fac- 
tors in prostitution, marital stability in a sample of urban families, predomi- 
nant attitudes of medical students, and the adaptive problems of a group of 
North American housewives in Latin America. 

This type of rapid development should be pointed out because there are 
those who say that unlike other disciplines in the medical field, within which 
there has been a progressive spiral of improvement, muc!'. activity in psy- 
chiatry is apt to be circular. We have had certain cycles of humanitarian 
reform, but fundamentally we have not made as much progress as have our 
colleagues in other disciplines. There were th3 changes that occurred in 
ancient Greece, in the beginning of the Renaissance, in the period of Enlight- 
enment, and during the tremendous wave of humanism. A century ago there 
was the great social revolution in the mental hospitals of our own nation 
initiated by the intrepid, resolute figure of Dorothea Lynde Dix. Now we 
have our own period in which there is considerable excitement, interest, and 
vigor in bringing about changes in the whole nature of the problems relating 
to mental health and illness. It is to th^ latter that the remainder of this 
presentation will be addressed. An attempt will be made to share with you 
certain ideas which the writer believes have been significant in contributing 
toward the intensity, magnitude, and direction of the social change that is 
implicit in much of the current mental health movement. 

Perhaps a word about the sample of experiences to be included is de- 
sirable, since most of what will be discussed is based on personal experience.- 
In the past thirty years the author’s principal engagement has been in teach- 
ing, patient care, and clinical investigation in a number of university psychi- 
atric clinics and hospitals. In two assignments, Cincinnati and Rochester, 
there has been considerable opportunity to learn about community agencies 
and hospitals, both public and private, their planning, and their practices. 
In addition, the author has had the privilege to study and visit in a number 
of clinics and hospitals in the United States, the United Kingdom, conti- 
nental Europe, the Soviet Union, and the Middle East. He has also tiad the 
privilege to participate in the past fifteen years in governmental agencies and 
private foundations in the allocation of funds for teaching, research, and 
patient care. 

A tremendous change has taken place in medical education in the past 
twenty years. This is reflected in the size, complexity, and responsibilities of 
departments of psychiatry in American medical schools. We have moved from 
departments of four or five full-time persons to departments of forty to sixty 
full-time persons, with comparable increases in the number of resident staff, 
part-time and volunteer staff, psychologists, social case workers, social scien- 

2 Much of this material is derived from the Eighth Annual Albert D. Lasker Lec- 
ture given by the author (Romano, 1965). 
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lists, and bio’ogists. Furthermore, there is an extensive research program in 
many departments. 

Second, a tremendous change has taken place in psychiatric units in 
general hospitals. This has determined certain aspects of our present move- 
ment. Prior to 1800, there were two general hospitals in the United States 
which accepted psychiatric patients as part of their service to the community. 
In 1^00, there were 19. There were 32 in 1920 and 170 in 1945. Currently, 
there are about five hundred psychiatric units in general hospitals and an 
additional five hundred hospitals that admit psychiatric patients without 
designated units. Eighty per cent of these units began to admit patients after 
1947. The steepness of the curve is shown by the recent changes in the num- 
ber and nature of general hospital units. In 1963 fairly reliable data indicate 
that more psychiatric patients were treated in psychiatric wards of general 
hospitals than were admitted to state and county mental hospitals. Ten per 
cent of these general hospital patients were transferred to public mental 
hospitals; one per cent to private mental hospitals. Only one out of three of 
the five hundred general hospitals extant has significant affiliations with a 
medical school (Giasscote & Kanno, 1965). 

Perhaps these points could be better understood if they were projected 
into the larger oattern of change in American health services, research, and 
education. It is generally conceded that change has been greater in the twenty 
years since World War II than during any other period in the history of 
American health services, including the two decades which followed the 
remarkable Flexner report in 1910. Psychiatry has shared in this period of 
incredible change. 

Early in the century psychiatric education and research were conducted 
and pursued by individuals, most of them on a part-time basis at the uni- 
versities, usually unaided by university funds or external grants. In the second 
part of the century, private American foundations, the Rockefeller Founda- 
tion particularly, contributed funds to support education of the medical 
student and the furtherance of psychiatric research. It is the writers belief 
that the single most significant factor in the growth of American psychiatry 
in the past twenty years was the action of the 79th Congress in 1946 in pass- 
ing the National Mental Health Law. This made possible the establishment 
of the National Institutes of Mental Health and the extramural programs 
which support undergraduate and graduate education and allowed for addi- 
tional research. The expansion and liberalization of health insurance pro- 
grams provided for inpatient cost coverage of patients admitted to psychiatric 
units. Another political action of significance was the Hill-Burton Hospital 
Law with provisions making possible federal matching funds for the building 
of psychiatric services in general hospitals. 

Yet, other factors are involved. Many people have remarked how unique- 
ly American is the intensity of our interest in the study of psychology and the 
social sciences, points often made by Mr. Conant and others who have com- 
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pared America with the modern European scene. Some imply that this interest 
stems from our naivete or optimism, our continuing belief in the modifiability 
of man. We believe that man is educable, and through his capacity to deal m 
natural cause and event sequences, he is able to accumulate knowledge and 
experience and apply these to solve his problems and to advance his welfare. 
The mental health movement itself has drawn from the traditional Hippo- 
cratic frame of reference, from the roots of Western humanism, and from 
modern science. Others speak of our relative freedom from starvation and the 
ravages of catastrophic disease, our high standard of living, our greater free- 
dom from, or nakedness of, traditions, the speed and volume of communica- 
tion, the fact that for four centuries we have been and are a nation of immi- 
grants-all have been suggested as determinants of our vigorous and sustained 
interest in the study of the social sciences, psychology, and mental healt^h. 

It is also generally agreed that psychoanalytic psychology has had a 
greater impact on psychiatry and on general medical education in the United 
States than in other nations. This provided not only a set of notions concern- 
ing the nature of mental illness and the treatment procedures to correct illness 
but also opportunities to learn more of normal behavior and to accumulate 

data toward a general human psychology. 

Also, the experiences of World War II, as they related to selection, 
performance, and rejection of military personnel, and an increasing aware- 
ness of social and psychological factors in the onset, modification, and course 
of illness are thought to have been of consequence in the increasing interest 
in psychiatric careers. In the past fifteen years, the total number of psychia- 
trists in practice has increased from about 7,500 to about 15,000. Half o 
these are in private practice, and as was noted earlier, a significant and increas- 
ing number hold full-time university positions in departments of psychiatry 
at both senior and junior levels. With these changes, it is neither strange nor 
une:’.pected that the psychiatric service in the general hospital plays an 
increasingly prominent part in the current planning for mental health services 

in the community. c n • 

In general, some of the objectives at the moment are the following: 

reducing the size of public mental hospital services; increasing general hospi- 
tal services; promoting greater community participation in preventive, recon- 
structive, and rehabilitative measures. There are those, quite properly, who 
have posted caveats on some of the uncritical, evangelical aspects of movement 
toward community mental health centers, at times with very little regard to 
the fact that there is at the moment very little useful knowledge that has 
helped us to reduce the chronic populations of schizophrenic and cerebral 
arteriosclerotic patients. The caveats posted by Dunham (1965), Zwerlmg 
(1963), and others should be respected and identified for what they are. 1 hey 
are hard-headed, realistic cautions to us to have a full view of what we are 
doing so that our community planning may be done intelligently and wit 
empiric, informed data, rather than through evangelical wish alone. 
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In addition to the three objectives noted above, we also should view *e 
movement variably called community, social, preventive, or pub he health 
psychiatry. Zwerling (1963), more than anyone, has outlin^ clearly the 
oi^rational criteria lor community mental health programs. He has stated 
La “a community mental health program can he differentiated from a mdi- 
tional program on the basis of four operational criteria-, subjects for study 
are populations or groups of individuals seen as members of ^ 

rather Ln individuals seen in isolation. Next, ttaditional genetic develt^^ 
mental, psychodynamic formulations of etiological factoB in illness am supple- 
Inte/by data concerning the social determinants of behavior. Uese are 
data concerning families, small groups, community, national, 
culmtal dynamics. Third, the approaches stress preventive and rehabihta iv 
as well as direct therapeutic efforts-, case finding and early treatment, in addi- 
tion to the treatment of full-blown cases of illness; the widest use of com- 
munity resources and non-psychiatric agencies and agents, rat^ er t an e 
exclusive use of psychiatrists; small, open community-based active treatmen 
hospitals rather than large, security-oriented, geographicaUy remote custodial 
institutions; and brief, rather than long-term programs of psychotherapy. 
Treatment techniques include supportive, clarifying or interpretive interven- 
tion in family, group, and community processes as weU as in mdi/idual intra- 
psychic processes” (Zwerling, 1963, p. 15). He mentions that instances at 
either extreme of the continuum from individual to community psychiatty are 
readily enough distinguished; on the other hand, this is the case with any 
continuum, a range exists over which the differentiation is arbitrary and, per- 

haps, without signifiance. , 

Zwerline, Dunham, and many others have pointed to a number of other 

factors which are playing a part in the current social movement in 
With increasing size and complexity of communities, a number of people 
believe that planning can no longer be elective or idiosyncratic. Planning 
becomes obligatory to avoid unnecessary duplication of services in providing 
for proper regional distribution for economic and other purposes. 

Second, there appears to be a movement to return responsibihty for the 
cate of the mentaUy ill to local communities, from which it had been taken 
a century ago by state governments. In most states, with the exception o 
Wisconsin and a few others, county responsibilities ot local responsiHlities 
were assumed by state governments for good reasons. The movement t^ay is 
an attempt to return to the communities the direct res^nsibility for the 
operation^and fiscal support of the mentally sick. This is aided and support^ 
by the promise of additional federal funds for the development of community 
hLlth centers through the recommendation of the Joint Commission Report 

and recent legislation. j j 

Next, war and postwar experiences have, out of j 

modifications in the care of psychotic patients in England, Holland, and 
other continental countries following the bombing and destruction of many 
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hospitals. Much of the home care was developed because there were no avail- 
able hospitals. Sivadon in Paris and the Soviet city plans have attempted to 
serve certain populations in urban areas. 

As mentioned earlier, the development of insurance programs and the 
increase in the number of psychiatric units in general hospitals has also had 
an impact. The recent action of the United Auto Workers will provide insur- 
ance provisions for the care of ambulant psychiatric patients in many of the 
outpatient clinics of our nation. The tremendous influences of the use of 
psychotropic drugs and the consistent usefulness of electroshock treatment in 

depressed patients are clearly evident. 

Next, we might consider the whole interest in paramedical groups. This 
has emerged from an imperative need to examine, empirically and opera- 
tionally, the roles of certain professional people. Crises have occurred in the 
identity of the nurse and of the social caseworker. This has touched the 
American social casework scene and has led us to examine who is the social 
caseworker, and what are her responsibilities in the modern scene. This 
examination is going on in schools, industries, hospitals, foster homes, and 
other areas where new types of health care persons are urgently needed. Do 
we need to examine more systematically certain operations and from such 
operations to evolve the kinds of people who will I>e needed? 

The increasing usefulness and awareness o^ short-term therapeutic ven- 
tures, particularly at points of crisis, and the development throughout the 
nation of emergency walk-in and first aid services has been considerable. 
Currently, in the Department of Psychiatry at the University of Rochester 
Medical Center there is a twenty-four hours a day, seven days a week, fifty- 
two weeks a year emergency service which admits patients, provides first aid, 
and gives care. Currently, there are fifteen to eighteen visits a day to this 
service. We need a critical examination of the actual usefulness of long-term 
versus short-term therapeutic measures. There is also a general awareness of 
the rediscovery of the human family and of the human community, with the 
increasing participation of social and behavioral scientists in the field of 
mental health and illness. 

The changes which have been described here are of concern to many. 
There are those who feel that we may lose the baby with the bath water if 
we depart too far from our traditional primary concern for the sick person 
and his family and reach out toward larger social groups with their economic 
and political repercussions. In the writer s view, however, clinical psychiatry 
will always be fundamentally concerned with the clinician’s capacity for 
human intimacy, as this is disciplined and developed in his professional educa- 
tion. It is hoped that contributions to our field may come from many sources; 
from molecular biology at one extreme, from refined studies of social sys- 
tems at the other. It is hoped that clinical psychiatry will maintain its identity 
and be nourished by contributions from both extremes. It must be the func- 
tion of universities to distinguish between craft and profession. This means. 
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then, that we must constantly try with imagination and courage to organize 
and use intelligence in new ways in order that we may add to our knowledge, 
to out skills, and hopefully to our usefulness to society. 
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The term community mental health, in its currently popular usage, is 
by no means a unitary concept. Its referents are at least as varied as the 
propositions and orientations that contribute to its present significance. To a 
considerable extent these contributing elements are parts of three general 
developments. 

The first is the advent of effective psychotropic drugs, making it possible 
to consider treatment of the mentally ill in the community with the hope 
that recovery will be facilitated if the patient’s usual environment is disrupted 
as little as possible. There is growing out of this, a change in philosophy of 
care and treatment that is tending to shift the locus of the mental health 
problem from the hospital to the community. As Freeman and Simmons 
(1963) have noted, “. . . it is no exaggeration to observe that the major prob- 
lem in the field of mental illness is not the hospitalized but the formerly 

hospitalized patient” (p. 1). i i • i u 

Second, there is now a political and social climate within which the 

development of human potential is taken to be a reasonable goal. This orien- 
tation is influenced by the recognition that there are many “disordered but 
untreated individuals in the community, and that among the ill, whether 
diagnosed or undiagnosed, treated or untreated, the disadvantaged are dis- 
proportionately represented. It also derives from the more general recogni- 
tion that there are vast numbers among the poor who have important and 
pressing needs, but who have never been reached by mental health programs. 

Finally, among a number of mental health professionals there is a feel- 
ing of strong dissatisfaction and disappointment with current psychiatric 
practice. This feeling is generated by the continued absence of demonstrated 
effectiveness of treatment, even among those regarded as treatable, and a 
recognition that psychiatry has retreated before the challenge of severe dis- 
order. Frustrated by failure, clinicians have turned away from the hospitalized 
patient and the seriously disturbed ex-patient and focused most of their atten- 
tion upon the mildly impaired middle- and upper-class individual. It is only 
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with this group, in search of self-actualization, that the therapist’s technology 
may retain an image of utility. 

Although these elements are by no means unrelated, their differential 
salience accounts hr much of the ambiguity regarding the proper domain for 
community mental health. Some view this movement as a revolution that 
promises to rehabilitate a sick society, while others are simply intent on 
improving methods and facilities already available for individuals who seek 
care; some are concerned with preventing the development of mental di^r- 
der in entire populations, while others are concerned with rehabilitating 
already disordered patients; and finally, some imagine mental health practi- 
tioners in a series of radically different roles, while others project the tradi- 
tional conception of the therapist-patient relationship into the intended 
community settings. 

With such variability in views and expectations, any theoretical discus- 
sion is likely to appear similarly variable in its application or relevance. This 
chapter makes no systematic attempt to discuss all the various conceptions and 
programs associated with community mental health. Our primary aim is to 
examine a pervading and influential preconception regarding human func- 
tioning that we believe provides an important demarcation between programs 
that are basically innovative and experimental and those likely to amount to 

little more than “old wine in new bottles.” 

It is not uncommon to encounter serious questioning of the adequacy 
and appropriateness of the dominant modes of conceptualizing psychological 
functioning and disorder. A prime example of such dissent may be seen in 
what Szasz ( 1961 ) and others have called the medical model of behavior 
disorders. While meanings attached to the term medical model vary substan- 
tially, many dissenters, including several contributors to the present volume, 
share a general discomfort born of the recognition that their conceptualiza- 
tions, programs, techniques, and results are not comprehensible within the 
medical model, however understood. 

The focus of this chapter, then, is the medical model and some underly- 
ing assumptions that are more pervasive than the model itself. We shall 
examine this model and its assumptions and discuss what seems to have been 
their retarding effects upon both theoretical and practical progress. We shall 
attempt to lend substance to the notion that emergent educational, problem- 
solving, or “action” programs for mental health are, in certain respects, 
incompatible with the medical model and to outline the beginnings of an 
alternative orientation more congenial to such efforts. 

The Medical Model 

It may be well at the outset to specify what we understand by the 
medical model as applied to mental health problems. We take it to refer to 
that broad domain in which attitudes, hypotheses, and expectations are 
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derived from the premise of an analogy between psychological disorder and 
physical illness. It is the model that earnestly subscribes to the aphorism that 
mental illness is a sickness, just like any other, and it seems to anticipate a 
discovery of the specific pathogenic agents associated with the various mental 
disease entities. 

In its most extreme application, the medical model is one that exhibits a 
special affinity for "real” medical procedures such as surgical intervention, 
insulin shock, electroshock, and a primary reliance upon drugs. In its more 
common and less severe form, it takes a position that mental health can be 
defined as the relative absence of pathology and that ill health is any major 
deviation from this norm. The medical model includes as instances of mental 
disorder such deviations as learning difficulties, stress reactions, sexual devia- 
tion, mental deficiencies, antisocial behavior, and innumerable other prob- 
lems listed in the Diagnostic and Statistical Manual of Mental Disorders. It 
is a model from which the frequently-heard caution r. _ airily follows that 
one should not confuse symptom and disease; behavicr is nh important for 
what it shows and not for what it is. Within this orientation it follows that 
the only efficacious long-range course is to uncover and treat the pathogenic 
source of the disorder, whether this source be physiological or experiential. 

Finally, on a more fundamental level, the medical model reflects the 
belief that psychological functioning, like biological functioning, can be ulti- 
mately comprehended as ordered systems of closed, r;; '’'hanivcal, reactive 
phenomena. 

A corollary to this frame of reference has been a general maintenance of 
the classical, one-to-one, physician-patient relationship. This is the relationship 
of an authoritative agent acting with a receptive patient who, as with organic 
disease, takes the traditional sick role. Evidence suggests, however, that this 
role may be the most inappropriate or even damaging of all possible roles for 
a person having psychological difficulties CScheff, 1963; Glass, 1953, 1955). 

That there are relationships between some specifically physiological dys- 
functions and psychological dysfunction cannot be denied. Certainly pro 
found mental changes can be produced by injury, disease, aging, nutritional 
deficiencies, anoxia, and toxin, just as severe social stress can alter body 
physiology, producing conditions such as ulcers, thyroid dysfunction, or dis- 
turbances in brain metabolism. Also, there remains the possibility of variable 
genetic predispositions to break down in the face of emotional stress. While 
it is appropriate that the physical aspects of disorder be viewed medically and 
treated physiologically, the core of psychological disorder is of a different 
nature. 

Psychological disorders represent level-of-organization phenomena in the 
psychosocial domain that cannot be attributed reductionistically either to 
physiochemical pathogens or to a specific early experience. There seem to be 
no etiological or epistemological manipulations that can provide any other 
argument. The explicit attitude or mental habit of viewing behavioral devia- 
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tions as symptoms of some inner pathogenic element, which must be identi- 
fied through accurate diagnosis in order to know how to treat it, reflects an 
assumption that organic disease and psychological disorder are structurally and 
etiologically isomorphic. Such an assumption is neither theoretically nor 
experimentally defensible. 

The above is the often-expressed view that the medical model simply 
does not describe psychological disorder— that, in this domain, it is not 
“truth.” But the truth of a theory is not the relevant issue. Theories are never 
true or false; they are only more or less useful. Based upon this point of view, 
we will, in a later section, argue the general disutility of the medical and 
similar models and sketch an alternative orientation. 

The present discussion might, thus far, be construed as another of the 
many attacks upon the institutionalized priority of medical and psychiatric 
practitioners in the area of psychological disorder. This is not, however, our 
objective. The comments that have been made clearly transcend professional 
lines. They do not apply to all psychiatrists and are regarded as directly rele- 
vant to a majority of psychologists, social workers, and other mental health 
professionals. While many nonpsychiatric mental health specialists have 
rejected obvious tenets of the medical model, they have not discarded a prior 
and similar assumption that has been widely held with significant conse- 
c|uences since the Enlightenment. This assumption is reflected in W^hite- 
head’s (1925) thesis that modern science is not nearly so emancipated from 
medieval modes of thought as is generally supposed. Having argued that a 
primary and necessary characteristic of the scientific mentality is an “instinc- 
tive faith” in the order of nature, he traces the rise of such a faith and con- 
cludes that the Middle Ages can be viewed as “. . . one long training of the 
intellect of Western Europe in the sense of order.’ In elaborating the medieval 
contribution to the formation of the scientific movement, Whitehead points 
to “. . . the inexpugnable belief that every detailed occurrence can be corre- 
lated with its antecedents in a perfectly definite manner, exemplifying general 
principles.” The transformation from the “age of faith based on reason” to 
“the age of reason based on faith,” an age not yet fully spent, left unaltered 
in its essentials man’s fundamental presupposition concerning the functioning 
of the world and all its contains. There remained a scientific mentality which 
holds “. . . that all things great and small are conceivable as exemplifications 
of general principles which reign throughout the natural order (Whitehead, 
1925, p. 13). 

The general conception toward which we have been pointing may now 
be set forth: There has been a long series of attempts through which man 
sought to lend order to his world and thereby to attribute significance to him- 
self. These, along with the impact of the initial success of physical science 
(supplying as it did both a demonstration of the scrutability of nature and the 
model from which subsequent science was developed), left a residue that is 
still agglutinated to much of the social-scientific enterprise and that continues 
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to have some important and unfortunate consequences. There remains not 
just the necessary faith in an order of nature, in the sense that events are not 
random and laws can be discovered, but a general, subtle, culturally inherited 
habit of thought that the world and each aspect of it are somehow ordered 
systems and hence to be understood as quasi-closed, mechanical, reactive phe- 
nomena— phenomena in which the laws governing change are stable elements 
of the system itself. 

We view the medical model as one of several orientations that share the 
impact of the same prior assumption. This is seen in the model s acceptance 
of the notion that personality can be understood as a relatively closed and 
mechanical system. 

The closed-system orientation is akin to nineteenth century naturalism, 
which generated a scientific imagery wholly dictated by the necessities of 
classical mechanics. This was a period marked by the tacit belief that what- 
ever question you sought to answer, nature was the test. Whether the subject 
was ideas, customs, institutions, or the character of man, the answer must 
obviously be in accord with those laws that nature reveals to all men. It was 
during this period that the conception of a wholly mechanical world became 
widely accepted. The twin doctrines of evolution and the dynamics of 
energy, together with the successful mechanization of biology, physics, and 
chemistry, contributed to this conception. This was the time of Pasteur’s 
important discoveries, with their implications for the mechanization of medi- 
cine; the period usually given for the origin of modern behavior science; and 
the era during which, in Bruner’s (1957) terms, there was a maximum readi- 
ness for mechanical explanation in the mental sphere. It was, moreover, the 
time out of which came the influential works of Sigmund Freud. 

It has become commonplace to criticize elements of Freud’s theory and 
to show how certain specific misconceptions, as well as his metaphors and 
analogies, were natural products of the then existing climate of opinion. In his 
detailed biography, for example, Jones (1953) points out that although Freud 
was not consciously influenced by economic theory as he was by physical 
science, his choice of language, of metaphor, reflecting as it did both of these 
fields, grew out of the prevailing thought of his time. However, simply to 
note that Freud borrowed much of his technical language from physical sci- 
ence or to suggest, as Hughes (1958) does, that the vocabulary and analogies 
so derived were “. . . a convenient path to comprehension on the part of a 
public steeped in the cult of natural science” (p. 135) overlooks a pertinent 
question. Were the vocabulary and analogies the only by-products of the 
intellectual climate of that period, or were there certain presuppositions that 
may have influenced Freud’s acceptance of such analogies as appropriate 
representations of personality functioning? 

It should be emphasized that the influence of Newtonian physics, in 
combination with other elements in the existing scientific and philosophical 
milieu, went far beyond provision of terms and metaphors. Such thinking 
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disposed Freud, and others, to a model that henceforth set broad limits on 

the nature of theorizing in the mental health area. „ „„,i„rive 

The basic analogy in Freud's theory of personality is a quantiUtive 
analoey of economic distribution, based on the economics of scarcity. Freud 

constantly refermd to the economy of “““"8 “ 

enerev available for distribution. Basic to his thinking was the libidofund 
concept analogous to the wage-fund theory. According to this concept there is 
a limLd amount of psychic energy (or money) avadable. It ^ ; 

tributed, and obstacles to its proper distribution can be removed, but i ca 
not be enhanced or enriched. The libido-fund theory remains today unaUered 
in its essentials as an accepted and utilized formulation among many theorists 

Freud (1959) expressed his libido-fund, or "libido-quantum, formula- 
tion as: “We perceive ... a certain reciprocity between ego libido and object 
libido. The mote that is absorbed by the one, the more impoverished does the 
other become” Cp. 33). One of the implicarions of this assumption about 
personality organization is that object cathexis (i.e., love of, or devotion to, 
ITr per^ns or one's work, duty, etc.) is possible to the extent that the e^ 
is not Areatened, for when the self is in jeopardy, energy mus be mtrac^ 
from external matters and directed internally, producing libidmal cathexis. By 
extending these propositions, it can be seen that effective tran^ction wuth 
the environment, i.e., effective executive ego functioning, depends upon the 

dynamic or synthetic well-being of the ego. ^ ^ 

This supposition of an inherent priority of synthetic over executive eg 

functioning clearly lies at the heart of much theory and practice in the mena 
health field. It is a supposition that appears to be implicitly accepted even y 
those highly critical of psychoanalytic propositions, and one that is quite 
compatible with the medical model as previously descnbed. This imporunt 
issue will be discussed in more detail in a subsequent section. 

Intimately related to the theory of limited psychic ener^ is the view that 
personality develops by the accumulation of compensating devices. Bom with 
fcertain L of insects or drives, the individual is acted upon by internal and 
external pressures producing tensions and conflicts that impel him to action 
in order to secure release. Psychoanalysis is thus a consistently dynamic psy- 
chology. It begins with force and ends with the dissipation of force, always 
followed by new forces that must be discharged through tension-reducing 
processes. Thus the pervading goal of human activity is taken to be homeo- 
stasis, i.e., the restoration of the previous equilibrium and not an equilibnum 

at some other level. , r • 

We have attempted to suggest that the antecedents of various aspects of 

modem mental health theorj- and practice share a powerful and enduring 
piesupposition about mental functioning. Our contention is that the corol- 
laries of this historically generated orientation amount to an often unrecog- 
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nized metapsychology that impinges upon and conditions current views and 
programs. 

Perhaps the meaning and impact of this closed-system supposition can 
be more closely specified by looking at the formulations of Gordon Allport. 
In evaluating the status of personality theories, Allport (1960) has suggested 
four criteria of open systems: (1) intake and output of both matter and 
energy, (2) the achievement and maintenance of steady (homeostatic) states, 
so that the intrusion of outer energy will not seriously disrupt internal form 
and order, (3) an increase of order over time, owing to an increase in the 
complexity and differentiation of parts, and (4) extensive transactional com- 
merce with the environment. While there are probably no personality theories 
that can be regarded as truly closed systems, current theories differ widely in 
the amount of openness to which they subscribe. In Allport’s (1960) view, 

. . they can be fairly well classified according to the varying emphasis they 
place upon each of these criteria and according to how many of the criteria 
they admit” (p. 303). 

Most current theories of personality, especially those subscribed to by 
mental health practitioners, take full account of only the first two require- 
ments of an open system. This is true certainly of psychoanalysis as it is 
generally of clinical and abnormal psychology. Moreover, conceptualizations 
of adherents to the medical model, whether or not a psychoanalytic orienta- 
tation is disclaimed, are necessarily of this order, as are most concepts of 
social work theory. These theories are thus “biologistic” in the sense that they 
ascribe to personality only the two features of an open system that are clearly 
present in all living organisms— they emphasize system stability to the exclu- 
sion of other considerations. 

Within these accounts of human functioning, behavior is portrayed as 
an effort to avoid rather than to approach, to compensate for a deficit rather 
than to seek to realize an aim. In a strictly mechanistic theory of personality, 
attention to such factors as interest, purpose, curiosity, exploration, language, 
and the efficacy of instrumental competence is either crowded out or tenu- 
ously ordered under an explanatory construct such as secondary reinforce- 
ment. Academic developmental psychology, for the most part, does not sub- 
scribe to this position. Members of this subfield have for some time been 
attentive to such factors, regarding them as probably intrinsically motivating 
elements. However, neither this position nor associated theory and research 
seem to have had any sizable impact upon the treatment or prevention of 
mental disorder. 

A considerable number of theorists have examined and rejected the sup- 
position of a wholly negative, tension-releasing, compensatory model in favor 
of a more positive, tension-sustaining view of the individual personality. 
Emphasis in these theories is upon "the tendency ... to go beyond steady 
states and to strive for an enhancement and elaboration of internal order, even 
at the cost of considerable disequilibrium” (Allport, 1960, p. 305). 
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In introducing his concept of “competence” and “effectance motivation,” 
White (1959, p. 323, p. 329) has forcefully argued the inadequacies of a 
strictly compensatory model. He takes the petition that . . • instrumental acts 
will be learned for the sole reward of engaging in [them] . . . Such activities 
in the ultimate service of competence must, therefore, be conceived to be 
motivated in their own right.” Subsequently, White (1960, p. 137) amplifies 
his contention that compensatory models are, in certain respects, inadequate 
and misleading, noting that they neglect an important range of facts which 
cannot be slighted if further progress is to be made. 

Representing man as striving, seeking, desiring, and willing, Murray 
(1938, 1951) speaks for an active rather than a passive, until stimulated, 
view (if personality. He stresses (Murray, 1959, p. 18) the concept of progres- 
sive disequilibrium, seeing continuity through expansive, constructive change, 
as a supplement to that of homeostasis. Human beings, in Murray s view, are 
concerned with more than just the satisfaction of specific needs and a return 
to some previously established equilibrium. Implied is a sort of proactive 
directionality in human behavior. Some additional examples of this viewpoint 
are to be found in Hartmann’s (1958) concept of a “conflict-free” portion of 
the ego, Erikson’s (1950, 1959) “search for identity,” Anderson and Moore’s 
(1959) “autotelic activities,” Hendrick’s (1942) “instinct for mastery,” and 
Schilder’s (1942) (emphasis upon interest, action, and experimentation. 
Though these theories differ widely in both form and content, each implies 
acceptance of Allport’s (1960) third criterion of open systems: “. . . the 
tendency of such systems to enhance their degree of order and become some- 
thing more than at present they are” (p. 305). 

The fourth criterion of open systems represents a rather radical departure 
from conventional conceptions of personality. Historical preference has been 
to view personality status, and hence, mental health or illness as fundamen- 
tally within the individual and, therefore, identifiable independent of the 
social situation in which he is enmeshed. Not surprisingly then, theories that 
regard the milieu as an active participant in the personality system have been 
relatively uninfluential in the mental health field.^ This view, however, is 
one which potentially has considerable theoretical import— a point that will 
be developed in a subsequent section. 

It appears to make a considerable difference whether or not personality 
functioning is conceived in terms of psychic scarcity or whether the system is 
viewed as open to the world and to new possibility. Most dissenters from the 
traditional theory, including the present authors, do not question that the 
compensatory model accurately handles many aspects of personality function- 
ing and development. Our contention is that there are aspects of functioning 
and development that the model excludes from open consideration. The issue 
is thus not a matter of a strictly compensatory versus a strictly noncompensa- 

1 As examples of theorists accepting the fourth criterion. Allport (1960) lists Kurt 
Lewin, Gardner Murphy, and “role theorists.” 
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tory model or of a wholly mechanical versus a wholly nonmechanical system 
orientation. What is important is that the nature of one’s underlying supposi- 
tions determines the types of practices and programs that one is willing to 
initiate and sets limits upon both theory and investigation. 



The Medical Model in Practice 

As suggested earlier, theories or models are neither true nor false 
but only more or less useful. Let us look first at the probable utility of the 
dominant, medical-type models in the domain of community mental health 
from the standpoint of programs and practices that it generates. In spite of 
the variable conceptions of the field, one basic starting point of the com- 
munity mental health emphasis is the recognition that there are a great many 
persons in the community, particularly among the poor, who exhibit real or 
potential psychological difficulties. A frequently expressed problem in this 
connection is that we can never hope to have enough professionals to pro- 
vide psychotherapy for this vast number of potential clients. As a partial 
answer to this dilemma, Gordon (1965) has suggested the recruitment of 
nonprofessionals who could quickly be made available by restricting training 
to limited and specific techniques. Rioch’s program for training mental health 
counselors, described elsewhere in this volume, is an implementation of this 
alternative and tends to suggest its feasibility at least on a limited scale. But 
whether such nonprofessional counselors and therapists can make a sizable 
impact on the problem depends upon whether the techniques they learn 
and employ are effective, not simply on their availability. 

Are we not still waiting for the first convincing demonstration that 
uncovering-type therapies work? Is there any compelling reason to believe 
that, among the disordered, mental status is any more improved over the 
same period of time in therapy as in the absence of therapy? It is difficult to 
imagine on what basis we should anticipate that subprofessionals will be 
more effective than professionals have been. Although community programs 
will have to rely heavily upon nonprofessional workers, it L clear that, to be 
effective, these workers will have to fill something other than psychotherapist- 
type roles. There are a number of instances in which the use of nonprofes- 
sionals in a number of roles other than “junior therapist ’ has been suggested 
or implemented. See, for example, Reiff and Riessman (1965), Reiff (Ch. 5), 
and Riessman (Ch. 10). It is of special importance to note that the tech- 
niques employed, the associated propositions, and the results observed in such 
programs cannot be derived from the medical model. Their explanation, as 
the authors concerned point out, requires a different set of assumptions and 
hypotheses. 

Even if one maintains a faith in the efficacy of psychotherapy as it is 
currently practiced, communication problems between the therapist and a 
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lower socioeconomic dess patient may preclude the success 
After all, many among the poor are 

rejection as untreatable hy psychotherapists (Schatf« & “y”*- 
thal & Frank, 1958; Brill & Stonow, 1960; ^ole, Branch, 

Hollingshead & Redlich, 1958; Myers, Bean, & Pep^r, 1 % 5 ). Moreov , 
even if the absence of such professional selectivity, there is g(^ reason to 
question whether poor individuals will pre.sent themse ves ^ j 
main in it once begun. Reiff (Ch. 5) has persuasively argued that ment 
Tel ideology is sf alien to members of the lower classes that they are un- 

'"%:hTf.::e:ir: cCSTC:™ a. ^ ^ fy tf 

1 • fp Tt must effectively promote utilization or 

fnllowin2 three requirements: ClJ At must enecuvc y ^ 

^TcL^2-) It must have techniques capable of producing appropriate modi- 

ficTtion’ot involved individuals; and (3) Ji must provide sufficient manpow« 

m a“wev u« employment of such techniques or services. Programs denv d 

from the medical model ate not likely to meet any of these requirements 

Thus, although the community programs founded u^n ^ 

bed* views rqiresent an alternative to mere custodial care hey offer little 

promise of solving the pressing problems of community ^ ^ 

Retutnine now tr oiii main argument, we have contended that assump 

tions associated with .a. medical model have constraining 

Zry aXsearch as well as for practice Some of the conceptual difficulties, 

for which the model is partially responsible, deserve attention. 

ne oL Commission on Mental Health, after exhaustive effort to 
aofitie mental health, finally stated . . there is 
what constitutes mental or 

ceptual and operational definitions of mental illness (S , ) 

mL directly Evidenced by difficulties i" achieving oonseiBUs on ,ust w 

constitutes a psychiatric case (Milbank Memorial Fun , )• 

Of the nfajor conceptualizations of mental illness the two most frequently 

used if till are dS u-ental illness as -posure to ^ycffia~ 

and (2) mental illness as the presence of symptomatology. The 

can be dispensed with by noting that if the community ^7 "tTthft 

ment signals nothing else, it certainly signals the demis 

"being in treatment" is a reasonable demarcation between 7 and poor 

mcntd health. Indeed, it was the recognition of the operational and con 

ceptual inadequacies of this view that stimulated f 

cases of psvchological disorders in the community, whether or not treated, y 
now it fslidelv agreed that there are perhaiis more people m the com- 
Z’itl lo would be labeled mentally ill than them are patients in mental 

''“‘’The criterion of mental illness associated with this revised viewpoint is 
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that of symptomatology or level of pathology, a conceptualization of mental 
illness that has dominated the thinking of psychiatry and psychology for 
perhaps the past one hundred years. Indeed, diagnoses and pathology ratings ! 

based on the clinical detection of symptoms have always been the ultimate I 

critena against which other means of identifying and estimating psychiatric | 

disorder are validated. The validity of the psychiatric ratings themselves have j 

most often been assumed to be implicit in the rating process. After all, by ! 

dehnition the physician s opinion iz the diagnosis, and by convention the only 1 

standard against which to test it is another physician’s opinion. In other | 

words, the criterion measure for the validity of psychiatric judgment is psy- 
chiatric judgment, and therefore any reliability study is, perforce, also a ' 
: validity study. If one accepts Campbell and Fiske’s (1959) view that relia- ! 

bility is measurement by maximally similar means and validity is measurement 
by maximally different means, it must be concluded that this is all a very 
peculiar set of concepts and procedures. It is an instance in which standard 
social science technology has been forsaken in favor of classic medical ortho- 
doxy. 

It seems unnecessary to document the difficulty that has been encountered 
in achieving reliability in psychiatric ratings (and therefore, of achieving 
adequate validity) since that difficulty Is, by now, recognized to be notorious, 
j There have been some instances in which psychiatric ratings have been com- 

pared with outside criteria such as performance, hospitalization, or peer ratings, 
thereby allowing a different sort of validity estimate. In such cases the amount 
of variance in performance, outcome, or present treatment status which has 

been accounted for by degree of pathology has been noteworthy only by its 
smallness.2 ^ i i 

The inability of judged pathology to account for differences in factors 
I such as adequacy of performance and other factors that are integral parts of 

mental status poses some interesting and vital questions. Is it that psycho- 
pathology ratings are insensitive or incomplete as a description of the in- 
trapsychic status of the individual, or is it that social factors cause the ! 

! unexplained variations? In spite of the recent vogue to select social variables 

for special study, it is proposed that both alternatives may be true. 

It is not new to contend that degree of manifest pathology is inadequate 
as a singular representative of mental status or that positive factors such as 
skills, strengths, and successful patterned instrumental response mechanisms 
are the ingredients that need to be added. Not many would deny that, in a 

-One case in point is psychiatrists’ gross inability during World War II to predict 
militaiy performance as evidenced by the lack of relationship between strictness of f 

screening procedures and subsequent rates of separation on psychiatric grounds (Ginz- 
berg, Anderson, Ginsburg, & Hernia, 1959). A similar finding is reported by Raines 
and Rohmer (1955). In one of our studies in collaboration with the University of 
Rochester Department of Psychiatry (not yet reported) the pathology ratings of 214 
• randornly selected schizophrenics accounted for less than 10% of the variance in time 

spent in the hospital. 
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practical as well as in a theoretical sense, mental health is personality some- 
how evaluated. And few would suggest that any reasonable evaluation of 
“personality” could consider only those mechanisms regarded as pathological. 

If these points are so generally accepted, why have we made so little progress? 
Why does pathology, in practice, remain a focus that crowds from attention 
the issue of positive elements? Our suggestion is that the explanation lies in 
the pervading tendency to regard strengths and weaknesses as reciprocals. 
Such a view effectively dilutes any tension to achieve measures of positive 
elements v;ith the recognition that the inverse of any factor is automatically 
and necessarily contained in the measurement of that factor. Since measures 
or judgments of pathology seem easier to achieve and because many pro- 
cedures and indices are already available, pathology, in our research, remains 
a primary and essentially exclusive focus. It may be time to challenge this 
unsupported and long-standing habit of regarding strengths and weaknesses 
as highly and negatively correlated and open the question of their relation- 
ships and the contributions of each to what we intuitively mean when we 
speak of mental status or mental health. 

The foregoing discussion suggests that the solutions to community mental 
health problems do not lie simply in the tactic of increasing the availability 
of current psychotherapeutic techniques. Similarly, the related problem of 
adequately defining our object of study is not likely to be solved by the simp e 
expedient of achieving consensus. Whichever major extant definition may be 
selected, it is likely to fail, in important ways, to encompass all of what we 
view as mental illness or to distinguish groups whose status or performance 
varies significantly. 

While continued empirical research is needed and may very well assist 
us in our conceptualizing and defining problem, our argument is that present 
orientations and definitions are primarily expressions of theoretical predilec- 
tion. The problem, therefore, is more a matter of theory than of empirical 

fact. 

An Alternative Frame of Reference 

The formulation that follows begins with a specific confrontation of 
one of the major presuppositions of medical-type, models and provides sugges- 
tions as to the type of propositions that could follow from a revision. It will 
be contended that the dominant tendency to focus almost exclusively upon 
symptomatology derives primarily from a tacit assumption of the pervading 
priority of the synthetic functions of the ego as discussed earlier. This assump- 
tion is challengeable on a purely conceptual basis as well as on the grounds 
that it has led us away from an explication of the ways in which an indi- 
vidual, operating in a complex environment, becomes a healthy, successful 
person. In addition, the need to face the problem of relating mental status 
to the individual’s ability to resist disorganization under stress has, no doubt, 
been blurred by the force of this questionable assumption. 
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Earlier it was noted that the criticisms of Freud did not apply with equal 
force to all psychoanalysts. Those exceptions are pertinent here. The term 
ego 'psychology is used to designate what is now a fairly widespread move- 
ment among contemporary psychoanalysts and psychiatrists to emphasize the 
role and importance of the ego, not only as a synthesizing agent but as a con- 
troller of a wider range of processes and behaviors. Ego psychology depicts 
the ego as rational and as responsible for intellectual and social achievements. 
The ego is not solely dependent upon the id, since it has its own source of 
energy, its own motives, and its own objectives. 

As an important theoretical force, ego psychology perhaps began with 
Hartmann’s (1939) postulation of a conflict-free portion of the ego. Under- 
lying this idea was the hypothesis that there is intrinsic energy behind ego 
development and that, in this sphere, growth yields a pleasure all its own. 
Having observed the regularity of the development of children’s speech and 
motility, Hartmann concluded that the Instrumental ego functions must 
emerge, not through id-superego conflict but through maturation and the 
effects of the environment, in a process similar to overt learning. 

This formulation, later elaborated by other ego psychologists, revised 
Freud’s libido-quantum theory and, along with it, the singular focus upon 
psychopathology. While workers such as Erikson (1950, 1959), White (1959, 
1960), and Anderson and Moore (1959) have lent considerable support to 
the idea of a relatively independent executive domain, the implications of 
this view for theory and research have never been fully drawn out. If the 
bases of the executive and synthetic functions of the ego are indeed inde- 
pendent of each other, the customary notion that effective executive function 
is a consequence of the well being of the synthetic function may not be 
wholly accurate. There seems, in fact, no theoretical reason why the reverse 
may not be equally true, or why synthetic functioning, expressed in terms of 
adequacy of defense systems, is any more vital to a description of personality 
than is executive function, expressed in terms of skills or strengths. 

This view can be summarized into three premises: 

1. That skills are to the executive portion of the ego what defense 
mechanisms are to the synthetic portion (Gumming, 1963; Gum- 
ming & Gumming, 1962). 

2. That even though the two are doubtless intertwined in complex be- 
havior, the synthetic and executive functions of the ego can be 
productively regarded as separate, and in some respects independent. 

3. That to the extent that there is a degree of dependence between these 
domains, such dependence is bilateral rather than unilateral. 

Favorable considerations of the proposed shift in underlying suppositions 
carries with it two immediate implications: 

1. That we accept, as a hypothesis, the notion that mental health can 
be modified by paying attention primarily to the executive domain 
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of ego functioning. This is implicit as an assumption within aspects 
of the “war on poverty” and is apparently accepted by several con- 
tributors to the present volume (Reiff, Ch. 5; Riessman, Ch. 10; 

Klein, Ch. 9). ^ 

2. That we modify the range of behaviors we are willing to admit as 

relevant to mental health. What must be added are those data that 

can provide an index of executive functioning. 

In an article entitled “The Inadequacy Syndrome,” Gumming (1963) 
has pointed out that . . we have ... in the past restricted the types of 
behavior that we are willing to call symptoms. It has been usual to ranreive 
of such symptoms as auditory hallucinations as evidence of disease, whiie 
thinking of phenomena such as the inability to hold a job as the results of 
illness” (p. 723). He contends that it is important to realize . . . that both 
these behaviors are evidence of ego failure and can equally be called symp- 

toms of mental illness Cp* 723). ,11 mzo • 

Many investigators (McCaffrey, Gumming, & R“dolph, 

Freeman, & Simmons, 1957; Monck, 1963; Harrington & Wilkins, 1966) have 
reported a decidedly disproportionate number of occupationally inadequat 
prople among those defined as mentally ill, suggesting a relationship between 
mental iHne» and work failure. Such findings leave open the 
whether work failure is a result of illness or a relatively independent index 
of illness. If inability to hold a job results from illn^, seventy of symptoms 
and work performance should be highly correlated. Among studies that have 
included tome estimate of severity of illness, no impressive relationship has 
been shown between level of pathology and current or longterm per- 
formance (Brown, Carstairs, & Topping, 1958; Freeman & Simmons, 19 ), 
adding support to the argument that both executive and synthetic functions 
must be considered in treatment as well as in personality evaluation. 

There seems much to suggest that we might do very well, toth in pre- 
vention and treatment, to recognize social “symptoms of ego failure and 
work directly on enhancing executive functioning, rather than to continue 
in the belief that if we could just learn to uncover and remove the pathogenic 
sources of symptoms, the individual would become a more effective, mstru- 
mentally competent human being. It may even be reasonable to hypothesize 
that enLncement of executive functioning may affect synthetic processes, 

producing a reduction in symptomatology. 

Before moving ahead, two points warrant explicit reemphasis. First, it 

is not out contention that mechanistic or homeostatic principles are unim- 
Itant, but rather that they are insufficient. We do not wish to do away 
with the concept of tension reduction; our call is for more serious attention 
m those factors in development and functioning that p beyorid or M out- 
side such principles. Second, this view is not particularly radical and is ing 
expressed by an increasingly large number of professionals concerned with 
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mental health prohlems. Such attention, 

observable impact upon research or programs of prevention or rehabihtatton. 
In practice the quL-closed personality model remains the dominant basi. 
uZ S theoL. training of professionals, ami the development of tech_ 
nfques ate based. Such models remain, therefore, ar, important guiding an 

constraining force. 



Some Additional Hypotheses and Implications 

We have, up to now, called attention to certain alternative supprei- 
tions that suggest directions for theory and inquiry which ate somewhat 
divergent from traditional and well-worn paths. The development of such a 
revised frame of reference requite- speciEcation of processes or mechanis^ 
by which executive competence i. produced and comes to be ^ 

dLtibuted in the population. While such a task cannot be undertaken m 
S here, three additional and interrelamd hypotheses relevant to com- 
munity mental health programs will be treated briefly. 

CRISIS OR PROBLEM RESOLUTION IS A 

FACTOR IN EGO DEVELOPMENT AND MODIFICATION 

Erik Etikson ( 1950 , 1959 ) has conceptualized personality ^wthas 
occurring through the resolution of normative or developmental cti»s. The 
stages of phasef differentiated by Etikson ate seen as systematically inter- 
relLd each depending upon the prop-:r solution of those preceedmg. ^ly 
those who have succe JullV resolved the problems or crises of 
ate likely to achieve a lasting solution to the present stage, smee subjective 
achievements derived from previous solutions are seen ,-s buildmg « s or 
present and future solutions. The position is thus consistent with the com- 
mon observation that success begets success. 

Erikson’s formulation emphasizes the individuals constant and 
intercourse with the environment as crucml for ^evelopm^t^robte 
encountered and, with varying degrees 

emerges from such engagements with new skills which are added to his rep« 
toire of generalizable response mechanisms, thereby incre^g t e pro a 1 1 y 
I future encounters will be successfully handled. This developmental 
process, therefore, involves, in addition to a synth«izing of new experiences 
into a continually evolving self-perception, the direct accumulation of an 
armamentarium for instrumental response. 

SErikson discriminates a total of eight stages or phases o( 

±eiprtf have ’profound ellecu upon^rsonaliq- 

rrp^em Jhl accepting the substantive content of the stages described. 
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The ptimaty organizational 
tity." This concept has been interpreted by ^ 7 " f 

representation of tbe significant components at „,oije of roles and 
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opportunity to deal effectively with a series of crises of graded difficulty will 
produce ego growth and integration. Based upon this view, they have formu- 
lated a therapeutic system of induced crisis and controlled environment that 
is presumed to be applicable to the whole array of mental illnesses. 

The belief that attending primarily to the executive domain of ego func- 
tioning may be an avenue to personality modification seems of crucial im- 
portance for community mental health planning. Given this position, the 
burdensome task of routinely accomplishing diagnostic classification, in the 
hope of somehow providing differential treatment, could be relinquished. 
Moreover, it would allow a consistent treatment approach within the relevant 
and meaningful context of assisting individuals in the solution of their own 
problems (and progrnm-generated problems) and in developing more suc- 
cessful actions and cdpmg techniques. 

Before proceeding further, it should be made clear that the term ensis 
is being used here in a very broad sense to refer to any event, whether devel- 
opmental or normative, imposed or traumatic, that places in question the in- 
dividual’s view of himself, of his environment, or both. We, therefore, 
understand crises to be personal experiences rather than objective social or 
phvsical occurrences. Whether a given event constitutes a crisis depends upon 
its meaning to the individual in terms of his real or perceived ability to handle 
it emotionally and practically. As White (1963) points out, Threat is not 
solely a quality of the stimulus; it lies rather in the relationship between the 
stimulus and our ability to deal with it” (p. 138). 

A VITAL COROLLARY TO THE EXPERIENCE 
OF CRISES IS A HEIGHTENED OPENNESS TO 
ENVIRONMENTAL INFLUENCE 

Erikson (1950, 1959) has contended that each new psychosocial de- 
velopment carries with it its own specific vulnerability and it is through such 
vulnerability that the training agents of society are most effective. While 
Erikson specifically uses the term vulnerability to characterize the individual’s 
state during crisis, he seems to be referring to a kind of openness to both 
harm and enhancement. This is evidenced in his view that ego growth occurs 
through the resolution of phase-specific crises and hence that the disequilibria 
that characterize these crises offer potential for forward developmental leaps 
as well as for ego damage. Following Erikson, it is assumed that all crises are 
characterized by vulnerability or “openness.” 

This assumption is of considerable theoretical importance and practical 
consequence. It is a major proposition in the theory of Gumming and Gum- 
ming (1962) and is, implicitly, one basis for the “therapeutic intervention” 
scheme described by Klein and Lindemann (1961). Its tenability is further 
supported by many research studies, including those concerned with reaction 
to natural disasters. Illustratively, the generalization that “In the absence of 
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reliable guidance from past experience for perceiving or acting, suggestibility 
is high,” first suggested by Cantril (1941), has been applied by Kilpatrick 
(1957, p. 21) in relation to crisis situations. Kilpatrick observes that much 
experimental work has demonstrated its validity. 

Glass (1955) thinks “suggestibility”— a form of openness— is a primary 
characteristic of soldiers who break down in the face of acute combat stress. 
During World War II, the occurrence of suggestibility among “combat ex- 
haustion” casualties led to the formulation of a new therapy system centered 
on the concept of “expectancy” (American Psychiatric Association, 1956). 
According to Glass (1955), “Military experience has demonstrated that situa- 
tionally induced . . . disorders worsen or improve, depending upon what is 
expected of the patients by persons responsible for their treatment and dis- 
position” (p. 12). Nonverbal attitudes and actions were found to be far 
more effective than words in communicating such expectations. The success 
of this expectancy-centered therapy as compared to conventional psycho- 
therapy led to the institutionalization of these procedures in treating victims 
of both combat exhaustion and large-scale disaster and argues forcefully for 
the proposition stated above. 

The principle that the disequilibria of crises carry a heightened openness 
to environmental influence suggests, on the one hand, a mechanism for the 
conduct of programs for ego modification, and, on the other, the importance 
of timely intervention with persons who are facing severe events. For pro- 
grams that take seriously the need to provide assistance and treatment to the 
poor, this latter point may be particularly crucial. 

Dohrenwend and Dohrenwend (1965) have suggested that the observed 
high level of symptomatology in the lowest socioeconomic stratum may repre- 
sent transient responses of individuals to objective, stress-producing events in 
the immediate environment (see also Dohrenwend, 1961; Tyhurst, 1957). 
Underlying this view are observations that norma) individuals exposed to 
severe circumstances often respond with symptoms that would ordinarily be 
classified as psychopathological (Hastings, 1944; Janis, 1951; Lindemann, 
1944; Fried, 1963) and evidence suggesting the relative pervasiveness of 
“stressors” in the lower-class environnient. These stressors include such things 
as shorter life expectancy (Mayer & Hauser, 1950), unemployment and threat 
of unemployment (Hollingshead, 1947; Langner & Michael, 1963), problems 
of relocation (Fried, 1963), and the general degree of economic and social 
deprivation. 

If the expected frequency of cris's experiences is high among low socio- 
economic status individuals and if the two hypotheses stated above are legiti- 
mate, several conclusions regarding possible directions for community mental 
health programs follow. The first is that programs with a major commitment 
to providing knowledge, skills, and experience in crisis resolution offer a 
promising alternative to conventional treatment approaches. Such programs 
must be prepared to turn difficulty into advantage by utilizing ongoing prob- 
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lems as bases for growth-producing experiences for involved individuals and, 
where such raw material is insufficient, to provide relevant problem situations. 

Since crises provide both hazards and opportunities, the program must 
be capable of minimizing hazards and maximizing opportunities. This re- 
quires sufficient problem screening, problem structuring, and guidance to 
insure some success in resolution. For it is successful problem solutions that 
are presumed to result in ego growth and to contribute to the vital perception 
that one can, through his own efforts, have an effect upon his environment. 
In addition, the program requires avoidance and even rebuttal of sickness or 
mental problem labels for experienced difficulties. Given the corollary to 
crisis of heightened openness to environmental suggestion, such labels are 
likely to be deeply internalized and, as Glass (1955) has shown, to have im- 
portant and enduring regressive effects. Based upon the foregoing considera- 
tion and because utilization by low socioeconomic groups may depend upon 
it, the structure of such a program should preclude the assumption that a 
person must be mentally ill in order to receive assistance. To take advantage 
of *he openness inherent in natural or program-generated disequilibria, a 
program must effectively transmit an expectation that the individual can, or 
will be able to, cope with, adjust to, and effectively approach, life problems. 

personality functioning is substantially 

DEPENDENT UPON THE CHARACTER OF THE 
RELEVANT SOCIAL MILIEU 

The hypothesis of heightened openness to influence as a character- 
istic of crisis experiences suggests one circumstance in which personality func- 
tioning may be closely dependent upon the environment. It is proposed that 
such dependence, although variable across both individuals and situations, is 
not restricted to severe circumstances, but is a general and continuous phe- 
nomenon. In describing his concept of ego identity, Erikson (1950, 1959) 
includes three elements: the definition of the self, the state of congruence 
between the self and the requirements of the environment, and the expecta- 
tion that this congruence will continue. In this view the stability of the per- 
sonality system depends upon environmental feedback. Experimental and 
clinical evidence that the sense of seif and level of functioning are dependent 
upon continued external confirmation supports this concept. Hebb (1955), 
for example, has interpreted sensory deprivation experiments as demonstra- 
tions of the constant dependence of inner stability on the flow of environ- 
mental stimulation, and Heron (1961) has concluded that such deprivation 
interferes with cognitive functions. The maintenance of one’s identity is thus 
seen as requiring continued reinforcement of the nature and appropriateness 
of its roles, skills, and abilities. All parts of the environment, the physical, 
the interpersonal, and the social-organizational, are involved in this process 
of ego reinforcement. If self-definition, including status, abilities, and roles. 
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through which problems are solved, is not maintained, the individual may 
feel he no longer possesses such capacities and thus may be unable to make 

the adaptive responses of which he is capable. ^ 

The importance of the milieu cannot be overemphasized. In daily inter- 
action with the environment, the individual not only learns new concepts 
and skills, but also receives new proofs of already achieved, cherished abilities 
and of continuing areas of ineptness. The environment, then, must be re- 
garded as an inextricable partner in the identity system. In addition, it pro- 
vides the framework for carrying out actions, defines the paths open for 
solution of problems, and determines whether or not group support will be 
forthcoming. Following Allport (1960), we thus accept with caution t e 
fourth criterion of open personality systems-that of extensive transactional 
commerce with the environment. 

It follows from this proposition that personality and social structure can- 
not ever be regarded as wholly independent. We do not deny that, for many 
purposes, personal adequacy and social factors can be treated as though they 
were independent variables. Our view is simply that when dealing with such 
dependent variables as responses to stress, solution of problems, adjustment 
to hardship or disability, or even ego disorganization, it is necessary to con- 
sider the intimate relationship between personality functioning and the 
social milieu. 

The hypotheses presented above are examples of propositions that are 
derivable from the suggested revision of basic assumptions about the namre 
of mental health. It is a separate question whether these alternative directions 
will better serve community mental health needs. We believe that this ques- 
tion can tentatively be answered in the affirmative. There seems good reason 
to anticipate; (1) that programs and techniques based on these conceptual 
revisions may be effective in prevention and in personality modification, (2) 
that these will better lend themselves to the extensive utilization of non- 
professional workers, and (3) that their “face validity” is likely to encourage 
rather than discourage participation by the poor. 
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A day of reckoning is coming! , 

The manpower demands projected over the next 
elds concerned with professional care for people with emo in 
rfso far beyond the probable supply of people available as to constitute 

nsior national crisis (AlbcCj 1965)* « r i uu Ko 

For years there has been a double standard of care for peop e w 

lavioral Ld emotional disorders in this country, one for the rich and one f 
he poor. The chasm between private care and public care has been growing 
steadily deeper, and the quality gap has continued to widen. For years 
!iave talked about the need for expanding our professional training program , 
rdeZ^^^ much more rapidly than the output o professional 

1 Lning'centets. We have .Iked a^ut the need 

hVahh professions, L we have not really begun to train ™ch people. We 
have talked about using qualified members of any mental health profession 
to Dtovide administrative leadership and broad-ranging service, but when the 
1„ Writmn and the regulatLs are drafted, the powerful lobbies of 
vested-interest groups-especially the medical groups-are always there to in 
sist on the illness model and on medical control. 

The time is not far off when the whole mentalhealth 
have made irresponsible promises to the people, to Congress, to the state legis 

1 Sections of this chapter were ptewnted as part ^ 

and Mental Health spOTSw^ ^^'rooscvS* University at the annual meeting of the 
the Labor Education Division of Roosev p ; » April, 1966. Other sections 

American Orthopsychiatric written in response to a request from 

of the chapter, in somewhat different , foundation for a paper for distribu- 

dre California 

rarofrXrr,?rre!data^^^^^^ 

fnTaih tmira 

material for fairly limited distribution. 
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latures, and to the labor unions. We will not be able to deliver adequate and 
meaningful services. 

Our inability to provide service will derive largely from the defects in 
the conceptual model that dictates the kinds of manpower required. Much 
useful and effective intervention with emotionally disturbed children and 
adults could be done by people with bachelor degrees (or with even less 
education), who are in potentially large supply. But exploration of these 

routes is blocked by our present model. 

Let us look first at the kinds of demands that are developing, then at 
the professional resources available to meet them, and finally at the need for 
alternative models for intervention that could change the strategy of man- 
power utilization. 

We are told that currently more than half of all first admissions for 
mental disorders are to psychiatric units in general hospitals. But still the 
overwhelming majority of mental hospital beds are in tax-supported public 
mental hospitals. How is this magic feat accomplished^* It is accomplished by 
admitting a growing number of people to the small psychiatric units in gen- 
eral hospitals because they have hospitalization insurance to cover the high 
cost of such hospitalization. They receive intensive treatment there and then 
move out. If their symptoms are still too severe to prevent their being dis- 
charged after their hospitalization insurance runs out, they are transferred 
for “continuing care” to the public mental hospital. They are not then con- 
sidered first admissions, but transfers, although this is purely a verbal game. 

In the past two decades more people, from the blue-collar group to the 
upper class, have acquired hospital insurance coverage. This has resulted 
in strong demands for expansion of psychiatric facilities in general hospitals. 
It has also drawn precious professional mental health manpower into these 
general hospitals, further depleting the thin ranks available in public tax- 
supported mental hospitals. It has also cut into time available for private 
office practice. 

But this is only the beginning! 

The anticipated demands of the new Comprehensive Community Men- 
tal Health Centers themselves could use up the available supply of profes- 
sional people. Added to these are current and pending demands for augmented 
programs in mental retardation, in alcoholism, in drug addiction, in the emo- 
tional problems of children in schools, in the whole range of the poverty 
programs, in juvenile delinquency, etc. Alcoholism, for an example, now 
seems destined to be labeled a disease (by the courts) requiring treatment 
rather than punishment. But how will five million alcoholics be treated, and 

by whomi* 

Any of these expanding programs may serve as an example of tls-; flavor 
of the unprecedented developing demand. Much of the demand is for psy 
chiatric care, so specified, and all of the programs accept without question 
the illness model of mental disorder. One example is the United Auto 
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Workers contract tor the insurance coverage tor private 

c„e ot its members and tamilies, totaling close to two mtlhon 

unLs are moving in the same direction; still others have begun m estab sh 

their own mental health clinics tor their members and 

Sion ot benefits to covet emotional disorders in union members and mar 

1 i_ j i-Up labor Dress with 3 flurry snd 3 f 3 nf 3 re. 

families h3S been 3 nnounced by the l3bor press wmi y 

But where are the protessionals who ate going to provide either p 

outD3tient C3re or the union clinic C3re? • o f fViat- 

'^rLn into the first type ot insurance contract . 

the outpatient services be provided by a physiaan, ^ 

or by someone working unda the direct supervision 

this 3PP3rent step b3ckw3rds in interprofession3l tolewnce r p y 

Ss aT^ial Lkers providing psychotherapy in 

Lily the total ot protessional groups available to provide the* 

small as to make Latively little difference anyway r^tstically. How many 

psychiatrists ate there today in Flint, or Pontiac, Michi^n 

This new outpatient coverage can only have the eff _ g 

demands on protessional time. But are thae any psyc 
city with bl*ks ot tree time in their appointment schedules? J^y have 
alrLdv reached the limit in terms ot the numba ot houm a we^ they are 
Ak to Zk So where does the increased demand find incr^srf supply ot 

by the union contracts seek care each year, we have 
M 000 cases, from the UAW alone, in geographic areas where there 

m ui f 

largest single groups ot potential new users ot mental health protession 
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demands on all ot the mental health protessions, but ™ 

One ot these is the new assurance ot outpatient psychiatr 

ove stev4« Ll. It seems reasonable to anticipate that older per*ns 
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general as to include many services provided primarily by members of the 
mental health professions. Not only is psychotherapy included but also coun- 
seling, vocational guidance, and many forms of remedial training, including 
special education. 

When the manpower demands on psychiatry for satisfying the require- 
ments of Medicare are added to those required for establishing labor union 
consultation centers for the prepaid provision of mental health care for 
blue-collar workers, plus the new insurance for outpatient psychiatric care for 
union members C^s typified by the Auto Workers plan), plus the demands 
for people to staff the new Comprehensive Mental Health Centers, etc., we 
arrive in a Never-Never Land of promises without personnel. 

So the day of reckoning is coming! All of the plans for augmented men- 
tal health care— care for the union member, for the blue-collar worker, for the 
medically indigent, for the whole variety of special groups in our society on 
whom the spotlight of public attention is now focused all of these programs 
are foredoomed to failure because of the unavailability of the kind of medical 
and paramedical professional resources demanded by the illness model and 
the bankruptcy of our conceptual models generally in this field. 

The mental health professions are in desj^rately short supply. Most 
individual members of these professions are addicted to a one-toone, face-to 
face, psychotherapy model as the way to deal with the problems of all their 
clients. All, that is, except the poor, who get only drugs or shock. 

All of the brave talk about community mental health and about con- 
sultative roles represents just a double handful of people talking to each 
other. It is increasingly difficult to get professionals to work for salaries; most 
prefer private practice. Even if they are willing to accept salaried positions, 
they are increasingly reluctant to work in local and state tax-supported 
agencies and clinics. It is going to become even more difficult to recruit pro- 
fessionals as the supply dwindles. 

There is little evidence of any significant proportional increase in avail- 
able professional resources in the mental health professions since the national 
manpower study eight years ago (Albee, 1959). Everyone agrees that the 
United States should be producing 11,000 new physicians a year CH.S. Dept, 
of H.E.W., 1959) in order simply to hold our own against population 
increase and to provide replacements for the physicians who retire or other- 
wise leave the field. But our medical schools are not producing this number. 
In fact, they turn out at least 3,500 fewer than this figure, year after year. So 
the only possible conclusion that can be drawn is that physicians are in 
steadily decreasing supply in ratio to population. 

As psychiatry is a medical specialty, it does not seem logical to think 
that the supply of psychiatrists can increase, over any appreciable number of 
years, when the supply of physicians is decreasing. Temporary gains are 
made by the cynical practice of importing foreign physicians as underpaid 
house officers, by whipping up special programs for unhappy general practi- 
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tioners, by hard-sell recruitment programs, and by other emergency measures. 
But because the basic supply of physicians coming off the end of the pipeline 
each year is at least 40 per cent below the number required to stay even, 
the supply of psychiatrists cannot help but decrease in the long run. 

Nor is the situation any more hopeful in psychology or social work. If 
anything, psychologists will be in even shorter supply than psychiatrists m 
thi future.^In addition to being in great demand for the burgeoning mental 
health activities, psychology, traditionally an academic discipline must pro- 
vide the teaching manpower for the nation’s undergraduates. Practically eve^ 
Ph.D. in psychology turned out in the next ten years could be absorbed by 
the unbelievably high demand for new college professors created by a dou- 
bling of the undergraduate enrollments and the increasing popularity ot 

psychology as an undergraduate subject. 

In addition, psychology is no longer the young profession it was twenty 
years ago. The age distribution of psychology faculty is gradually approac mg 
L age distribution of faculty members in general. This means that soon it 
will te necessary to step up the rate of replacement of agmg college profes- 
sors of psychology, who will be leaving the Held m increasing numbers 

CAlbee, 1963). , ^ j * 1 , * 

The shortage of social workers is so clear and well documented that it 

need not be repeated here. The most frequently quoted statistic is that there 

are twenty jobs for each MSW graduate. 

So the day of reckoning is moving closer. 

Up to the present time there has been little in the way of organized 
protest from the poor about the unavailability of outpatient services or a^ut 
the lack of proper professional care in our tax-supported hospitals. The ^r, 
characteristically inarticulate and disorganized, have been the ones who have 
suffered in silence. But union members are not poor, and unions are no 
inarticulate! If unions have been led to believe that professional help is avail- 
able and if they have negotiated these benefits and announced to their mem- 
bership that professional time will be available, they are going to be impatient 
when they discover that time is not available and when they egin receiving 

complaints to this effect from their members. 

Congress is also in the picture. The report of the Joint Commission 
(1961) encouraged Congress to believe that, in federal partnership with e 
states, something could be done to improve care and reduce the prevalence 0 
mental illness. It accepted the assurance that, given the funds 
tion and staff salaries, a new day would dawn for the mentally ill. The day 

will be long adawningl , . . . , 

Is there any hope for a breakthrough, for a new and imaginative solu- 
tion that will relieve this pessimistic situation? Perhaps, eventually, things ate 

ooine to get so bad that new models will hove to emerge. 

^ For several years it has been fashionable to say that the best hope fm 
solving the desperate professional manpower shortages in mental health will 
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be found when a research breakthrough is made in establishing the cause and 
cure of one or more of the more prevalent mental “diseases.” This kind of 
statement is usually interpreted to mean the discovery of some imbalance 
which will lead to a pill, drug, operation, or injection which will cure schizo- 
phrenia, or will remove symptoms of neurotic tension and anxiety, or will 
in some manner correct the structural, chemical, or other biological imbal- 
ance which is causing the mental disease. As a consequence of this break- 
through fewer professional people will be needed, bringing manpower 
demands more in line with supply. 

But it may he that our manpower problems will not be solved, and 
cannot be solved, until there has been a conce'ptual breakthrough with regard 
to the causes and remedies of most forms of mental disorder. The whole 
professional field of concern with mental disorder, and of mental health man- 
power planning, is dominated by the concept of mental disease, when in 
reality most mental disorders may be primarily learned patterns of socially 
deviant behavior which are inappropriately conceptualized in the disease 
model. 

Actually, the research breakthroughs may have been made already, but 
because of the limitations imposed by professional language, values, and cul- 
tures, we have failed to recognize their implications. Many psychopatholo- 
gists would agree with the argument that most neurotic and functionally 
psychotic mental conditions are more social than biological in causation. But 
little of the potential of this consensus has been felt in institutionalized care- 
delivery systems. 

Research has already demonstrated that psychopathology increases as the 
integrity of the family is damaged or destroyed and that, conversely, the 
amount of psychopathology is low in groups where the stability and strength 
of the family is high. Children from well-integrated families have very low 
lifelong rates of mental disorder, and children from emotionally disrupted 
families have high subsequent rates (see Sanua, 1961, for example). 

While all mental disorders conceivably can be included under the dic- 
tionary definition of disease, so also could many other prevalent human prob- 
lems such as prejudice. The difficulty is that the consequences for action 
which derive from a decision to call either schizophrenia or prejudice diseases 
are inappropriate solutions to reducing the incidence of either condition. The 
identification of these conditions as disease leads, logically, to local, state, and 
federal planning for medical care, nursing care, hospitals, beds, and ulti- 
mately for investment of funds in biological research aimed at discovering 
their organic causation. 

So long as the disease model prevails for neurotic and functional psy- 
chotic mental disorders, our society will limp along with too few medical and 
paramedical professional people attempting to treat sick human beings in 
hospitals and clinics with minimal effectiveness or appropriateness. When the 
sickness model ultimately is laid to rest, society can set about training new 
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kinds of professionals, closer perhaps to school teachers than to psychiatrists, 
to work with these disordered people in new kinds of institutions, patterned 
on schools rather than on hospitals. 

In view of its inappropriateness, how is it possible to account for the 
persistence of the disease model in the field of functional behavior disorder? 
First, it served as an excellent humanistic substitute to the older explanations 
of uncontrolled behavior which ascribed causation to sinfulness, taint, or 
demonic infestation. These explanations had prevailed until the humanitarian 
movements of the late eighteenth and early nineteenth centuries. The rise of 
science, the logical and programmatic successes of taxonomy and of disease 
classification, and the widespread replacement of superstitious religion with 
scientific rationalism combined to make the disease model, and efforts at 
nosology, seem proper and progressive when applied to the insane. 

Second, the disease model received wide acceptance due to the phe- 
nomenal success of medicine and its basic sciences in uncovering and reveal- 
ing the unseen world of microbiology and the elaboration and successful 
application of the germ theory of disease. 

In the field of biological research, too, one disease after another yielded 
to the persistence of scientific investigation. The elimination of typhoid fever, 
of smallpox, and of other plagues that had beset mankind from earliest 
recorded history and the further triumphs of physiological medicine in con- 
trolling diseases such as diabetes combined to raise hopes that the great 
mental scourges would be the next to yield. Indeed, the persistent investiga- 
tion of “General Paralysis of the Insane” over a period of two hundred years 
finally led to the discovery of the role of the spirochete in the development of 
paralytic-cum-mental symptoms, and then soon after to malaria treatment, 
and eventually to a sharp reduction in the incidence of general paresis. A 
similar success in uncovering the role of vitamin deficiency in the production 
of pellagral psychosis further added to the promise of the disease model 
(Ziiboorg & Henry, 1941). 

It seemed just a matter of time until biological, biochemical, or neuro- 
logical discoveries would lead to the research breakthrough which would pro- 
duce a compaiable reduction in the incidence of schizophrenia or manic- 
depressive psychosis. The apparently growing evidence of a genetic factor in 
these conditions was almost the clinching argument for the structural-physio- 
logical disease model of behavior disorder. 

Third, the disease model has persisted because it supports the chronic 
social inclination to write off current victims of severe emotional disorder as 
Lost Ones, who should be given at least minimally adequate shelter and food 
but for whom there is little hope because of the irreversible nature of most of 
the disease processes W'ith which they are afflicted. The victims themselves 
have cooperated by regressing and withdrawing into a world of bizarre fan- 
tasy and behavior in the absence of effective intervention. Public fear and 
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horrified fascination for the insane asylum formed the Zeitgeist which con- 
tinued to nurture the cultural vision of hopelesmess and . 

A related, powerful source of support for the disease model " 

appeal of the strategy demanded for seeking a reduction ‘ ® 

"mental disease.” If mental disorder is indeed a disease, then funj 
spent in good conscience for research seeking the neurologic^, 

Td chendcal causes and society can convince itself that it is doing its b«t 
to mental disease. If on the other hand, mental diMtder is eventu 

Illy acknowledged to be largely social and cultural in origin, the consequences 
for action will L very serious, if not downright dangerous, to ‘he sBtus quo. 

necessary to direct our efforts at prevention to the modification o 
slcia/institutions which now enjoy strong support from those favoring the 
status quo. For example, if it is acknowledged that discrimination, with con- 
sequent unemploymrnt, poverty, broken families, and poor housing, is a 
maior cause of emotional disorder, then social action to insure emplo^ent, 
decent housing, and equal social participation is indicated as the remedy for 
mentl disordfr, not more biological research. Unaerstandably ,‘h- ^ 
may be more threatening to many than a sickness model which does not 

somce of support for the disease model is the ve^ understand- 
able reluctance of families of mentally disordered ^ople to acknowledge any 

personal responsibility for the emotional disorder. ^ S s are 

Ler can be regarded as “an illness just like any other, then the ““ “ 
absolved of guilt; if the cau^ of the disorder are independent of hu 

interaction, then Fate can be judged responsible. 

Perhaps, however, the most compelling reason for the petsist^ce ^the 
disease model has been the absence of a satisfactory alternative mi^el. ^ere 
fsTwell-known rule in politics that “you can’t beat somebody with noWy, 
aUIe ^mTthLo is 01^0 in science.' A scientific model will persist, desprie 
its incorrectness or absurdity, until a more valid and heunstic alternative 

“’’‘’Tn recent years there has begun to emerge out of psychod^amie theo^, 
social work, experimental psychological m^amh, and 

ments of a theoretical model which might be termed the W-Le»miBg 
Theory of mental disorder. In very general terms this approach suggests tto 
most emotional disorders are complex, learned behavioral patterns remfor 

by their effectiveness in anxiety avoidance. The ongm o t ® “’‘'Jlk.'first 
aLded is to be found in unfortunate emotional conditioning dunng the first 
few years of life in social interaction with significant adu ts, usual y the 
Barents. It is thus held by a growing number of behavioral scientists and 
professionals that many emotional disorders are acquire e ects m soao 
interaction and social participation. Evidence continues to accumulate fro 
the laboratory, from psychoanalysis, and from psychotherapy m general tha 
sociocultural conditiom which influence the stability and strength of the social 
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world of the infant and child have profound effects on the rate and kind of 
subsequent emotional disorder. 

Another developing line of evidence suggests that alternative Cand 
social) explanations may account for the very convincing figures on the role 
of hereditary factors which have been reported for years. Not only has the 
genetic work been examined and found to contain flaws which make it less 
than convincing, but recent germinal discussion of the data (Jackson, 1960) 
and even more recent research in Finland (Tienari, 1963) suggest that the 
genetic evidence is not sufficient to convict in the G)urt of Occam. 

The real mental health problems have not yet been faced squarely. The 
real mental health problem of our nation is represented by a little girl teing 
bom today to a Negro mother who has been abandoned by her husband and 
is living on inadequate relief in the heart of the urban slum. This little girl s 
chances of being mentally retarded are ten to fifteen times greater than th(Ke 
of her sister born today to a white mother in suburbia. This little Negro girl 
will weigh 500 grams less than the child born in the same hospital, on the 
private service, to a white suburban mother. Her low birth weight will be due 
in part to dietary deficiencies during her mother’s pregnancy. 

More than one-third of all mothers in cities with populations of over 
one hundred thousand are “medically indigent." In our major cities as many 
as sixty per cent of the mothers entering public tax-supported hospitals for 
delivery of babies have received little or no prenatal care. 

Due either to her poor start or to the inability of her mother to give her 
enough love and consistent attention, our little Negro girl is ten to fifteen 
times as likely to become a schizophrenic when she grows up as is the other 
little girl born upstairs. She starts out behind the eight ball, growing up in an 
urban slum, without an adequate physical or emotional diet, without adequate 
intellectual stimulation, without learning the language used in the polite 
outside culture. If she is unable to do well on verbal intelligence tests devised 
by middle-class psychologists and is adjudged retarded, she has had it. 
one and one-quarter million retarded children of school age today in the U.S., 
three-quarters of them do not have access to any kind of special education 
(U.S. Dept, of H.E.W., 1963). We are not training teachers to work with 
retarded children (nor with emotionally disturbed children), nor are we 
training professors to train the teachers to work with them. 

As long as we think of this girl as mentally ill-whether as a mentally 
retarded child, as a juvenile delinquent, or as a young schizophrenic-we will 
not have the manpower or the concepts required to help her or to prevent 
future similar problems. As long as we try to “help” her by looking only for 
the chemicals responsible for her retardation, the brain defects that make her 
an “incorrigible acting-out delinquent,” or the tranquilizers to blunt her adult 
schizophrenia, there is no hope of sufficient manpower or viable kinds of 
treatment. But once it is finally recognized and accepted that most functional 
disorders are learned patterns of deviant behavior, then the institutional 
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Lngement which society evolves to deal with 
be edL.io««l in nature. It is already widely reco^^d * 

psychotherapy, and the profession j-.-^nino rather than in one-to-one 

niques of social interaction and social „eed individual 

relationships. It seems lihely, however, that the held wm 

now onlv dimly be perceived. 
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Mental health manpower problems may be approached from many 
different points of view. The most fruitful approach is to begin with the 
greatest social need and to examine what the manpower resources are and 
their potential for it* 

In recent years there has been a growing and vital concern of the profes- 
sional in human services and the more enlightened public-service-minded 
government agencies for reaching the lower socioeconomic groups, and par- 
ticularly the poor. The increasing recognition that there is a vast multitude of 
people with unmet needs has resulted in two national programs— the com- 
munity mental health program and the antipoverty program. Both of these 
programs have as their aim attention to the problems of those in society whose 
needs are greatest. Both are concerned with developing programs in the 
community. 

It is to the credit of professional and political leaders that both these pro- 
grams have come into existence as a result of their sense of social responsibil- 
ity, their vision, and their initiative, but without the stimulus of a vocal and 
organized demand from the suffering people themselves. The absence of such 
a demand from below poses a question of crucial importance. What strategies 
can be developed to convert the very great existing need into effective demand 
for services? 

A great deal of productive thinking is going into this problem. Many 
new strategies relating to program, technology, and other aspects are being 
devised and demonstrated. The extent to which these will succeed depends 
ultimately on three factors: whether the services offered are appropriate, 
whether they are utilized, and whether there is sufficient manpower (Reiff & 
Scribner, 1963). These factors are closely interrelated, but before the man- 
power question can be tackled it is necessary to understand what accounts for 

^This chapter appeared as a paper in the American Psychologist, 1966, 21, 540- 
548, and is reproduced with permission of the American Psychological Association. 
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the lack of utilization of present services by the poor, and if change is neces- 
sary, what must be changed to make them appropriate. 

The development of mental health services has been one of increasing 
acceptance on the part of the middle and upper classes in this country. There 
has also been an ever-increasing expansion of its influence on child rearing 
practices, education, marriage, etc. In fact, there is hardly an area of social 
living over which the umbrella of the mental health professional has not been 
extended. On the other hand, there has been a long history of persistent 
alienation from mental health professionals of the lower socioeconomic groups 
in this country (Bockoven, 1963). This alienation represents a critical failure. 

It is not merely the failure of each individual mental health professional, 
although there is the element of the individual’s social responsibility involved 
here. Neither is it primarily a matter of tools and skills, although, again, this 
element is also involved. Basically, the problem is an ideological one. The 
roots of this alienation from the low-income populations lie primarily in the 
middle-class ideology of contemporary mental health services and secondarily 
in its technology. Ideology is probably most often used to refer to attitudes and 
values of people. This is not the sense in which it is used here. 

By ideology is meant the body of knowledge, the set of integrated asser- 
tions, theories, and aims, primarily psychoanalytical, which constitutes the 
individualistically oriented program for restoring to society the mentally sick 
and socially deviant. 

There is a basic dichotomy between the popular point of view about 
mental illness and mental health, and the mental health professionals point 
of view. Studies by Star (1957), Reiff (1960), and others have shown that 
the popular point of view starts with normal behavior as its reference point. 
It seeks to explain normal behavior as the distinctive and essentially human 
qualities of rationality, and the ability to exercise self-control. Given this 
premise, normal behavior is viewed as a rational response to the immediate 
circumstances in which the individual flnds himself, which is at the same time 
fully within the conscious control of the person. Mental illness is deflned as 
the extreme opposite of normality. It is behavior in which rationality is so 
impaired that the individual has lost control and can no longer be responsible 
for his acts. It is, therefore, quite logically, only the extreme form of psychosis 
which is considered mental illness by most workers. It follows from this that 
mental illness is a very threatening thing. It represents a loss of the distinctly 
human qualities, the ultimate catastrophe that can befall a human. Thus, in 
their view, mental health and mental illness are not related to each other as 
on a continuum but they are discontinuous phenomena. 

The professional point of view starts with abnormal behavior as its refer- 
ence point and extrapolates to the normal. It views mental health and mental 
illness as on a continuum, and it holds that personality characteristics and 
behavior are universal, differing only in degree. It contends that there is 
really no such thing as a completely normal person, and that the same phe- 
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nomena seen in mental illness are present in all people. In fact, mental health 
professionals can hardly use the word “normal" without prefacing it with the 
woiJs “so-called” normal. Further, the professionals’ point of view holds that 
characteristic emotional patterns are not entirely within the rational control 
of an individual. The modifications of behavior patterns do not dej^nd 
entirely on rationality, self-help, willpower, reasoning, or even purely environ- 
mental manipulations. It assumes that a large part of our motivations are 
unconscious or unknown to us and that until they become conscious they are 
unmodifiable. Finally, the professionals’ point of view makes the implicit 
conclusion that mental illness is not necessarily an overwhelming threat nor 
must it inevitably arouse fear or alarm. But, while it may be reassuring to a 
middle-class patient to hear that the emotional mechanisms of sick people are 
not so different from anyone else’s, it is anything but acceptable to a healthy 
worker that his emotional mechanisms are not so different from the mentally 
ill, especially if he holds the point of view that mental illness is about as far 
from normal as you can get. It is not being suggested that the validity of a 
scientific concept depends upon its popular acceptance, but merely that a 
practical concept of normality is necessary to find a basis of understanding 
with low-income groups essential to successful treatment as well as primary 
and secondary prevention (Jahoda, 1958 ). The key to developing such a 
practical concept of normality is the recognition that, though personality 
characteristics and behavior may be universal, their meaning and significance 
for illness and health must be assessed within their social-cultural context. 
The failure to control violent acts of aggression has different implications for 
normality and illness in a civil rights demonstration, a quarrel in a working- 
class bar, a middle-class family quarrel, or a meeting of clinical psychologists. 

Furthermore, while the worker acknowledges there is such a thing as 
mental illness which he equates with severely psychotic behavior, from his 
point of view he has difficulty accepting the concept of a neurotic emotional 
disturbance as an illness. The term itself is confusing to him. If he sees a 
raving psychotic screaming or a psychotic depressive crying and wailing, he 
can see how that can be called emotionally upset. In that sense it is simpiy a 
synonym for excessive emotional behavior out of coutrol. However, if he is 
told that a man with a lame back or a particularly passive person who lets 
everybody walk all over him is emotionally disturbed, this idea of sickness is 
incomprehensible to him. To him there is physical illness and mental illness. 
In mental illness one sometimes sees severe emotional upsets. Sometimes 
|)eople get upset over physical illness, death, stressful situations; but to him this 
is not mental illness. It is either a normal reaction to a stressful problem of 
living or a sign of physical or moral weakness. It follows then that the profes- 
sional point of view, that failure to meet the problems of living is an emo- 
tional disturbance, a milder form of mental illness, to be treated by the same 
kind of doctor that treats the more seriously mentally ill, only alienates him. 
To the worker, emotional disability or impairment is either related to a physi- 
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cal illness and should be treated as such by the doctor, or it is the rrault of 
undue stresses or strains in the environment; or it is related to a moral wrak- 
ness and should be treated by a minister or priest or conquered by oneselt or 
accepted and lived with. If one attempts to treat what is considered to a 
moral weakness, the worker, with his present view, considers it a tremeridous 
invasion of his privacy. Also, the general practitioner reinforces his tendency 
to identify emotional disturbance with physical illness, by making it so easy 
for him to find a physician to treat it as physical illness. Can present profes- 
sional ideology make an impact on the “moral weakness problem? It can, o 
course, work through ministers and priests. That may help the small minority 
who seek help from them; but for the most part, there is little hope of getting 
workers or low-income groups to accept failure to meet the problems of living 
as an illness, and as long as problems of living continue to ^ diagnosed as 
diseases and treated within an institutional framework for the treatment ot 

disease, the alienation will persist (Szasz, 1961). r . i ii 

The present ideology and technology of mental health professionals will 

continue to fail with low-income patients unless the focus is shifted. Riessman 
(1964) points out that low-income people are task oriented, concrete, concerned 
primarily with the here and now and focused on solving immediate pro ems. 

If they have troubles they are interested in finding a way to coj^ with them. 

If they are to be helped the response must be to their need, as they ^e it, tor 
more successful coping techniques. It is necessary to shift the focus from how 
they are reacting to how they are acHng, from defensive reactions to copng 
styles, from changing their reactions to teaching them more successful acttms. 

This change of focus also has implications for the aims and goals ot 
treatment. The fundamental justification and aim of most psychotherapy 
today is self-actualization. Everyone should realize his full potential, and i e 
is not able to do so, then he should be in therapy so that he may fully actual- 
ize himself. This, of course, meets a responsive chord in the feelings ot most 
middle- and upper-class persons about themselves and their lives. They see 
themselves in many possible roles and their hope is to select those ro es w ic 
enable them to actualize themselves. The view that one can realize his tull 
potential presupposes a view of society in which there are many g)ssibilities 
and opportunities and that one need only remove the internal difficu ties to 
make a rich, full life possible. For the most part, disturbed middle-class 
patients see themselves as victims of their own selves. Low-income people, on 
the other hand, are not future oriented. They live in a world of limited or no 
opportunities. There is little or no role flexibility. They see themselves as 
vSitns of circumstances. Self-actualization under these conditions is meaning- 
less to them. Before they can become interested in self-actualization, they 
have to believe that they can play a role in determining what happens to 
them. Thus, self-determination rather than self-actualization is a more realistic 

and more meaningful goal for them. 

Another ideological problem is the domination of the treatment relation- 
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ship by the values and mores of a “fee for service” ethic. Even where the 
service is rendered by an agency this is true. Goffman (1961) eloquently 
describes this relationship which he says involves a set of interdependent 
assumptions that fit together to form a model. 

. . . When services are performed whose worth 'o the client at the time is very 
great, the server (that is, the professional mental health worker) is ideally sup- 
posed to restrict himself to a fee determined by tradition-presumably what the 
server needs to keep himself in decent circumstances while he devotes his life to 
his calling. . . . When he performs major services for very poor clients, the server 
may feel that charging no fee is more dignified (or perhaps safer) than a reduced 
fee. The server thus avoids dancing to the client’s tune, or even bargaining, and is 
able to show that he is motivated by a disinterested involvement in his work. 

The server’s attachment to his conception of himself as a disinterested expert, 
and his readiness to relate to persons on the basis of it, is a kind of secular vow of 
chastity and is at the root of the wonderful use that clients make of him. In him 
they find someone who does not have the usual personal, ideological, or contractual 
reasons for helping them; yet he is someone who will take an intense temporary 
interest iu them. ... It therefore pays the client to trust in those from whom he 
does not have the usual guarantee of trust. 

This trustworthiness available on request would of itself provide a unique 
basis of relationship in our society . . . (pp. 327-328). 

These implicit characteristics of the therapeutic relationship are under- 
standable and acceptable to most middle-class people who themselves are 
often engaged in trading their expertness to other individuals. But the 
worker finds it difficult to trust the person who expects a fee for helping him 
with what he believes to be a moral problem. Children, too, have difficulty 
understanding; and they are confused when they discover that the therapist 
is paid for "being his friend.” Thus, the treatment relationship itself is con- 
fusing and untrustworthy in the eyes of low-income people. The fact is that 
for any person in a low-income group, having a mental illness means being a 
medical indigent with all the unhealthy effects this situation has on a person’s 
self-esteem. 

In addition to these there are the ideological differences in the more usual 
sense, values, goals, and styles of life between the low-income patient and the 
professional himself which effect communication and the nature of the rela- 
tionship between the two (Reiff & Riessman, 1965). 

It is clear that what will be required first are bold and even drastic 
changes in the mental health service, within the professional structure, and in 
the professional himself. The innovator of such institutional change will need 
to break out of the mold of institutional thinking and to be constantly alert 
to all the forces within the professional ideology, within the technology, and 
within himself that are constantly straining to oppose or weaken innovation. 

Already the weakening of innovation can be seen in the comprehensive 
community mental health program enacted into legislation which promised 
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tn chanse the whole nature and direction of treatment for mental illness in 
this country. The idea that the mentally ill can be treated m the communi y 
is relativel/new and has become possible because of advances in drug therapy 
during the’^last 10 or 1 5 years. The new drugs, although they do not cute menta 
illness^ often change the behavior of the patient sufficimtly so as to make i 
Se for him to live in the community with certain kinds of suppt ftom 
^resources. This has led to a shift in emphasis, a change in goals, in 
l”and care of the mentally ill. Once, custodial care was the only 
alternative to the failure to qualify for treatment. Now, with an emphasis on 
“o functioning rathl Jn cure, rehabilitation 
become the organizing goals of the treatment process, and the a.temative 

institutionalization is less necessary. j„„»looment 

It has been proclaimed that the community mental health development 

sivnals a revolutiL in mental health [care]. Such a view is a gr^ exaggera- 
tiL The concept of community mental health has the potential for inttMuc 
“ "T^lurnary innovations, but a sober look will reveal ‘hat m— ah^ 
coimunity mental health under the Federal progra^ tends to '>ecome 
exlsion of current professional ideology with modiEed goaU tactics, and tech- 
„Ces over that part of society from which it has been hitherto alien«^ I‘ 
is In fact a proceK of consolidation rather than revolution, a consohdz i 
LtivaS b/the realization of the fatture to adequately perform the ^ 
function of Ltotatioii of those whose needs are grratest. Such a 
^y be a step forward. But it must be kept in mind tto it »lves ^ 
idilogical problems but rather perpetuates them. It does more. ^ j 
a twoilass svstem of mental health treatment in this country-self-actualiza 
Hot tL ricrrehabilitation for the poor. To hail this as a revolution _^1 
only result in increasing cynicism and discouragement hot among t e poor 

solve a problem. Miller and Rein (1964) point out, however that ItequOTtly 

^Selnals face the issue of ideology they escape into t^hnok^ 
But when the problem has ideological roots, changes 

fh“ necessary ideological innovations often result in nothing more han o d 
wine in new bottles. Witness what is already happening in many j 

rhe w^k-in clinic. The idea of the walk-in clinic was a bold att^pt to dea 
with the problems of deUy in providing service. It was to be the m^ns of 
doing away with the problem of waiting lists deUyed trfenals, etc., and its 
« puVse was immediacy of service. It was to the means by which 
the rnem% ill could enter and be routed without delay to whatever kind o 
s^rwas needed. It was to be the open dtxir to a hill anay of comprehen- 

Bur for the most part the new walk-in clinics have become brief pych^ 
therapy clinics. The La of an open door to comprehensive mental health 
setviL has already in many instances been converted into the old revolving 
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door. They have become brief psychotherapy clinics because that is what the 
professionals who man them know how to do. They have spent many years 
acquiring psychotherapy skills and they want to practice what they know. 
Here, out of this little illustration, emerges a major mental health manpower 
problem. A really innovative community mental health program requires 
weater clinical skill, knowledge about social process and social organization, 
and an ability to be versatile in shifting ones focus from individual, to group, 

to social systems. i- j u c 

Community mental health programs are becoming institutionalized before 

the manpower with the appropriate skills necessary for its new operations can 
be trained. Out of necessity they will be manned by traditionally trained 
professionals who will practice what they know. 

Comprehensiveness, an important aspect of the new programs, is slipping 
away. In some instances, the situation has developed where the kind of treat- 
ment patients get depends on which door they walk into. If they come to t e 
walk-in clinics they get brief psychotherapy, if they come to the outpatient 
clinic they get long-term psychotherapy, and if they come to the emergency 

room they get drugs, or are hospitalized. 

Rehabilitation, the major goal of the community mental health programs, 
hardly exists. First, because traditionally trained mental health personnel 
know little or nothing about rehabilitation, and second, because of the ineffec- 
tiveness of present rehabilitation programs. 

These are some of the ways that the manpower problem threatens the 
community mental health programs. The man^wer problem, however, is 
fundamentally inseparable from the problem of institutional change. Chang- 
ing institutions of training is a slow and painful process and meets with great 
resistance from faculty and students alike, both of whom are much more 
interested in traditional psychotherapy training. There is still a ^eat demand 
for this kind of mental health service. When it comes to providing psycho- 
therapy to middle-class patients there is indeed a manpower shortage. 

By its very nature a manpower shortage sets in motion a compelling drive 
to deal with the problem from an empirical short-range point of view. The 
need is urgent and immediate and there is a tendency to feel that if only we 
had more “bodies" our problems would be solved. Those who take this view- 
point look to the industrial model for solving manpower shortages. 

The industrial model is to break up complex highly skilled operations 
into a series of more simple tasks. The simplification of the production pr^- 
ess reduces the amount of training necessary and thus makes increases in the 
manpower pool feasible. Human services cannot be simplified in the same 
way without dehumanizing them. The last 20 years of medical practice have 
amply demonstrated that. 

In the past, industry’s manpower shortages were created by a sudden 
and urgent need for increased production when machines alone could not do 



er|c 



1 



MENTAL HEALTH MANPOWER AND INSTITUTIONAL CHANGE 81 

that job. Today, industry’s manpower crisis is of a different kind. Not man- 
power shortage but manpower excess plagues it and it has no solution. 

But today, in mental health, we still look to the old industnal model and 
talk about breaking down the professional role into subprofessional classifica- 
tions or subroles, each of which may be filled by people with less than com- 
plete professional training and whose training is specific to t e ro e^ is 
model is proposed by Jesse Gordon (1965). It is the model out of which grow 
programs such as Margaret Rioch’s (1965) training or mental health coun- 
selors. Paradoxically, her counselors probably receive better psychotherapy 
training than the majority of social workers, psychologists, and residents get. 
They fill a real need in providing manpower to traditional existing se^ices. 
But her counselors do nothing new. They simply render some aspect of serv- 
ice that mental health professionals give and as such are a useful stop gap 
attack on the manpower problem. But from the point of view of greatest social 
need this solution contributes little because it is based on the assumption 
that manpower shortage is the crucial factor in the failure to tend to t e 
problems of those in society whose needs are greatest. , , , , , 

Nothing could be further from the truth. The mental health profes- 
sionals’ posture is not that of a group of people with a successful product 
harassed by a clamoring demand, it is more like a group of desperate men 
struggling to hold back a flood and who cannot find the hole in the dike. 
Thifkind of manpower crisis is totally different from the usual shortage, for 
while it is true more bodies are needed to stem the tide, unless the hole is 
found and repaired or the water redirected, it will be a losing batUe. 

There are some who suggest that any attempt to halt the tide of mental 
illness by treatment alone is doomed to failure and that it would be better to 
concentrate efforts on primary prevention. The idea has great promise. Duhl 
(1963 196^) has pointed out the compelling need to direct our energies 
toward changing social systems for the benefit of whole communities and 
societies. But here too there is a manpower problem. The fact is that there is 
hardly anyone in the mental health profession or the behavioral sciences who 
is trained in a body of knowledge, a set of concepts, or an adequate theory on 
which to base such training. But this is the greatest need and the most promis- 
ing approach. What is needed is a new profession of experts m changing 
social systems for the prevention of mental illness and for the improvement 
of the psychological effectiveness of all individuals in society to deal with the 
problems of living. It is an exciting prospect but it also contains the same 

problems of manpower and institutional change.^ i u ^ 

Caplan (1964) has pointed out that primary prevention should be an 

2 In my eatlv thinking about the problem, I thought that this new Professioiial 
would be a social systems clinician, with a combination of clinical training and serial 
science But as I help develop social action programs and try to stiinulate other clinicians 
to think about them, I am rapidly becoming convinced that clinical training with its 
lUtl tlaSg the indMdLl and its feus on .he ^chodynanne or mterper- 
sonal is an impediment to thinking about changing social systems. 
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integral part of community mental health programs. He sees no basic contra- 
diction in the requirements of the clinicians’ role which is primarily consulta- 
tion and treatment, and the requirements of changing social systems. He 
acknowledges that there may be difficulties but feels they are basically com- 
patible. Actually, at present the prospect of any really effective primary pre- 
ventive programs in community mental health-at least in the ones that are 
being planned now-is minimal; first, because with a few outstanding excep- 
tions, institutionalized community mental health is not taking this 
and, second, because few clinicians, even those in community mental health, 
have the know-how. And finally, even more importantly, the social criticism, 
reorganization, and institutional change needed require the concepts and 
technology of social scientists; and the functions of social scientists and clini- 
cians are, at this stage of our knowledge, not easily integrated. Reciprocity 
between the two is all that can be achieved given the present state of knowl- 
edge. The social function of a clinician and of a social scientist are different. 

It is necessary to recognize how society is 
limiting the development of the mental health professions. Miller (1963) ca s 
attention to the fact that professionals often act as though all they have to do 
is to decide what professional skills are necessary and that will solve the social 
problems. They act as though there are no social forces other than those t ey 

set in motion operating on the profession. 

At the present time there is no adequate theory or set of concepts which 

integrates the social process and the individual. Until such a time the clini- 
cian, who is the repairman, and the social scientist, who is the engineer, per- 
form different social functions. These two functions have different concepts 
values, motivations, interests, and aims as well as different roles. Every social 
function for which there is a need tends to become institutionalized, and the 
process of institutionalization tends to rigidify and restrict the role necessary 
to accomplish the function. The result of this institutionalization process is 
to rigidly define the professional role and to proscribe sanctions for those who 
may be tempted to contaminate their function through role flexibility. In e 
absence of an integrative theory the social forces at work on professional ro es 
will prevent the integration of the social scientist and the clinician. The best 
that can be hoped for is a reciprocal team-type relationship between the two 

until such time as a new professional emerges. 

But it is not necessary to wait for a theory. What is needed is to s at 
now to develop a body of knowledge and to encourage social and behavioral 
scientists, and mental health professionals, to become portietponl<:<meepttioI- 
izers in community action programs and public service funaions where they 
will have the opportunity to influence decisions on social changes. 

This opportunity now exists in a social program which is outside of the 
community mental health program-hut which has the potential tor pkymg 
a more decisive primary prevention role than the community menta ea.t 
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program. The Community Action Program of the Office of Economic Opj^r- 
tunity is in much better position to succeed where the mental health profes- 
sionals have failed because it is not bogged down by the difficulties inherent 
in the ideology of mental illness. 

The Community Action Program addresses itself to the normal. Ihe 
poor are not considered sick. The goal of the poverty program, particularly the 
Community Action Program, is self-determination not self-actualizatiom Its 
focus is on coping techniques, not on psychodynamics. In brief, it is free from 
many of the characteristics of the mental health professionals' ideology which 
make for alienation. Thus, it has a better chance of reaching and maintaining 
contact with the poor. It is an excellent opportunity for mental health profes- 
sionals to become involved in social action, a prerequisite for anyone who 
wishes to become engaged in primary prevention. It is a significant reaffinna- 
tion of all that is being said here, that, for the most part, the new community 
mental health programs are being developed independent of and related 
from the most significant development in urban communities in the United 
States in the last 20 years, i.e., the Community Action Programs. 

There are one or two places, however, which have become exciting 
experimental labs for community mental health social action programs. The 
Neighborhood Service Center of the Lincoln Hospital Mental Health ?ro- 
gram is one of these (Peck, Riessman,& Hallowitz, 1965). It has been and 
continues to be a great learning experience. In it was revealed all of the 
tensions, conflicts, attitudinal, and ideological differences that have been men- 
tioned here. Yet, the mental health professionals have remained exci^d, 
cohesive, and their spirit and working relationships could not be letter. Out 
of such laboratories as these we may learn how to develop a social systems 

mental health specialist. . 

One of the most exciting aspects of community action programs is the 

use they make of nonprofessionals recruited directly from the ranks of the 

poor in the neighborhoods they serve. 

There is no question that the use of these new nonprofessionals opens up 
a great reservoir of manpower for mental health activities as well. But, un- 
less this manpower is used effectively they can become nothing more than 
wardens and nursemaids tending the mentally ill who are waiting for the 
professional to serve them. They can also become a garbage heap where the 
professional dumps the patients he feels he can do nothing for. And, finally, 
the nonprofessional can become the menial who performs all the dirty work 
that the professional resents and wishes he could get rid of so that he could 
have more time to do the same old things. Used this way, the nonprofessional 
will reinforce all the tendencies in institutionalized mental health practice 
that mitigate against change. 

Reiff and Riessman (1965) have pointed out that the ability of the 
nonprofessionals to do the things that the professionals cannot do, such as, 
establish a peer relationship, take an active part in the patient s life situation. 
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empathize with his style of life, etc., is bound to affect the nature of the 
mental health services, the role of the professional, and may everi have an 
impact on the ideology of the mental health professional. The training of the 
nonprofessional then, becomes itself a strategy for affecting desirable change 
in the field of mental health. The demand characteristics of the effective use 
of the new nonfrofessional in this way will of necessity create a new pro- 
fessional. 

Through the nonprofessional the professional has a greater repertoire of 
preventive, remedial, treatment, and care modalities. But the nonprofessional 
cannot decide what kind of service the patient needs. Rapid and appropriate 
assessment of each individual case will be required. Thus, the new profes 
sional will have to become skilled in making early assessments and referrals 
to the appropriate modalities. This is in contradistinction to quick and rapid 
assessments that are made in today’s emergency rooms by first-year residents. 
Appropriate use of the nonprofessional will require the judgment of the most 
highly skilled clinicians who are thoroughly familiar with all the modalities 
of care, and who have developed criteria for making such decisions. Further 
more, the role of the professional will change. He will need to be more of a 
consultant, supervisor, and administrator. And if he should venture into pri- 
mary prevention or become involved in community action programs, he will 
probably also be required to play the role of organizer, politician, and educa- 
tor. All of which will compel him to face new conceptual problems, such as 
when does community action become political action, how shall he differenti- 
ate his citizen role from his professional one, etc. One thing he will need to 
learn for certain is the harsh reality of power struggles. 

One cannot enter the field of institutional change without forthrightly 
facing power issues. The problem of creating institutional changes in mental 
health cannot be solved by the strategy of manpower alone. Bureaucratic and 
professional rigidities are not matters of protecting practices alone but, in the 
final analysis, are power issues. There is a tendency among professionals to 
ignore power issues and to act as though intelligence and rationality will con- 
quer all. But the power issues are there, and more often than not, determine 
the outcome of efforts at change and innovation. Within the field of mental 
health there are both intraprofessional and interprofessional power issues 
which limit the efforts of those who are struggling for institutional change. It 
often happens that intraprofessional power issues get contaminated with inter- 
professional ones. For example, the recent attempt of neuropsychiatrists to 
take legal action against a therapy training institute of psychologists. Interpro- 
fessional power issues, however, seldom became intraprofessional ones because 
the risk of losing an intraprofessional power struggle is greater than in an 
interprofessional one. The most significant power issue in changing the field 
of mental health will inevitably be around the question of the medical model. 
At the present time, it appears that this is primarily an interprofessional strug- 
gle. Let us analyze the situation and see what are the likely effects of this 
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power struggle on the development of new and innovative mental health 

nroerams and the utilization of new kinds of manpower. 

^ ^ainical psychiatry, responding to social pressures, developed its branch 
of socS ~mmuni« psychiatry so that now that legislation makes pissible 
the development of community mental health facilities, 
ceptual and a professional organization structure which can take r«pons 
S for rhe — ity menml health centers. It is s gnilican ha n 
comparable organizational structure has grown within the professions 
cSrLhology and social work. For this reason the institutional com- 
munity Lntal health programs have been and will continue to pn™" y 
influenced by the forces operating within the institution of psychiatry. T y 
will reflect not only the innovative thinking of community ana socia psy 

chiatrv. but the powerful forces of medicine as weU. 

The clinical psychologist, on the other hand, is not P“ 

larly by the other mental health professionals for his therapeutic * ' * 
tecLology. He has never achieved recognized inde^ndent status in ' 

but he is respected and recognized where ^ js 

theoretical or technological impact on mental health from w 
indigenous to psychology. Modern psychoanalytic thinking, for example, has 
mcomitated a^at deal of academic developmental psychology. This is one 
72 heritages^f psychology. Psychoanalysis draws heavily on developmem 
tal psychology. In this area, the clinical psychologists views ate respected, 
psvchological testing, again an area indigenous to psychology, mo etn psy 

d! the contritls of clinical psychology useful and -P*^ 
independent function. But as fat as treatment is concerned, the clinical psy 
chologist is regarded as ancillary. As long as psychologists continue to o^rate 
within the ideological framework of psychiatry this aate o a 
tinue. When and if psychologists can overcome their own mtraptofession 
power issues and move into the field of communiy action and P"!“ Y„el‘ 
Ltion on the basis of their own body of know edge 
opment, cognitive processes, and social 

interdisciplinary relationship with psychiatry be possible. This point is force 
fully made by Rosenbaum and Zwerling (1964) who write 

The social scientist in his (the social psychiatrist’s) milieu is not the familiar 
Isvchrric S worker or clinical psychologist but rather the ^lolopt, the 

Tnd rX- ^Tmm Se framework of psycboanalyfic th«i^, *e 
sodal Lntis^ operates from social system theory, and the jsychoanalyst in a un t 
Xm p “chiarry is forced to work on a more tally interdisciplinary team basis 

Cp. 34). 

Clinical psychologists ate not seen as extradisciplinary and, therefore, 
tg Lerysciplinary team relationships, but because clinical psychologists 
operate within the framework of psychoanalytic theory, they are seen as 
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intradisciplinary substrate of psychiatry, and, therefore, the relationship as- 
sumes a hierarchical rather than team form. FJein asks 

Will [the training of clinical psychologists] be geared to the nature and reqmre 
ments of institutional social and community psychiatry ]ust as clmical p^ch ^ 
developed with the needs of clinical psychiatry as a cntical determinant Cp. 2). 

It is necessary to add to this the question: Will they he able to develop a 
body of systematic knowledge, a set of integrated assertions 
based on psychological tradition, which constitute a socmlly onente FS 
for improving the psychological effectiveness of all individuals m mr society 
to deal with the problems of living? Unless this is done the psychologists wi 
continue to put themselves in the position of having to argue over rig s 
employ the technological skills which are rooted in psychiatric ideology. The 
issue will always be posed as one of skill; and as long as psychologists continue 
to justify their existence on the basis of technolopcal skills, they cond 
themselves to an interminable power struggle in the form of a jurisdictional 
dispute with the other sections of the mental health skilled trades, ower 
struggles on the basis of technology result in power struggles and nothing else. 

A iwwer struggle on the basis of ideology can be an important catalyst for 

institutional change. ,111 • 

The introduction of the nonprofessional into mental health services will 

add a new dimension to the power struggle-that between nonprofessionals 

and professionals. Tensions will inevitably exist. If the nonprofessional is to 

serve the functions of doing what the professional cannot do he must he 

integrated into the mental health service establishment without being ab 

sorbed. He must be permitted to develop a power structure of hi^wn. 

In order to win a power struggle, one needs ^litical 
clout of community psychiatry lies in the Federal Community Cental Health 
Program. But this is fraught with dangers and too much subject to 
political forces. The political clout of psychology and social work resides in 
their respective professional organizations and in their middle-class constitu- 

of the mosf effective forms of political clout is the development of a 
constituency. Rein (1965) has called attention to the power of the jecipien s 
of services. One of the major reasons why psychologists and social workers 
can do therapy is because they have an unorganized, informal 
These are the people who are asking for their help and for whom they ulfill 
a social need. But now that the social need is being redefined, clinica psy 
chology and social work will need to build a new constituency. Meanwhile 
the pull of the old constituency will make it difficult to attract psychologists. 

While it is true that there will continue to be a social need ^ 

therapists working with middle-class patients, the direction of mental health 
service is shifting to low-income groups and meeting their siKial need. 1 his 
paper tries to indicate some of the issues that will have to he faced if existing 
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need i« t- converted into effective demand. In terms of the power issues, 
that is another way of saying a constituency must be developed, a group ot 
people within the population who ate demanding the new menta heal* 
Ktvices being offered. The nonptofessional being closer m the ^ople to be 
served can be ot inestimable value h helping to develop this constituency. Bu 
here again the medical model, as has been pointed out earlier, limUs the pos- 
sibilities for changing the relationship between the professional and the poor, 
as well as between the professional and nonptofessional. 

To summarize: The greatest social need tor mental health services to ay 
comes from the low-income groups and the poor. Meeting *is nee is nM 
primarily a problem of manpower but a problem of ideology. The task is to 
develop concepts, methods, programs, and services that are appropriate, effec- 
tive and related to the life styles of low-income people and M their needs, m 
a way which will create an effective demand for them. This will requite 
significant institutional changes. Whatever manpower problems do exist ate 
inseparable from the problem of institutional change. The solutions to man- 
power problems can reinforce existing institutionalized mental health [^re] 
or they can constitute a strategy for promoting institutional change. Two 
things are certain. There is need for a human link between the professional 
andL poor; the new nonprofessional can be that link. And there is need for 
a new mratal health professional; a man who is skilled m Ranging ^ 
terns to improve the psychological effectiveness of all ^ple m “ 

with the problems of living. The road to achieving these is also the road to 
changing significantly the mental health services and professions of this 

country. 
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Early History 

The Companion Program originated as an adjunct to an under- 
graduate course in abnormal psychology. The senior author had been teach- 
ing this course at Wesleyan University since 1949. One of the requirements 
of the course had been the writing of a term paper, based on library research. 
In 1957 the senior author was a member of an audience when a group ot 
Harvard students and Dr. Milton Greenblatt of the Massachusetts Mental 
Health Center visited the Connecticut Valley Hospital to discuss a program 
of Harvard student involvements in a Massachusetts state hospital, a pro- 
gram that has more recently been described in print (Umbarger, Dalsimer, 
Morrison, & Breggin, 1962). The Harvard Program consisted of two parts: 
groups of students involved in ward recreational programs and case aides 
(students) working with individually assigned patients. As he reflected on 
the exuberant description by several of these students and the mental health 
professional (Dr. Greenblatt), it occurred to the senior author that the case 
aide part of the Harvard program could be readily adapted to the educa- 
tional goals of the Wesleyan course in abnormal psychology. 

In 1958 he offered students in this course the option of engaging in 
"field work” and writing a paper based on this experience in lieu of the usual 
term paper. Within this context, field work was defined as a weekly visit by 
the student throughout the semester to the same chronically ill mental patient 
for a minimum of one hour. In addition, each student was to meet immedi- 
ately after his visit with a small group of students (six to ten) who were also 
involved in this field work experience. The group meeting, led by a psycholo- 
gist or a psychiatrist, provided an opportunity to assist the students with any 
problems occurring in their relationships with the patients and to discuss 

1 The program to be described has been supported by a United States Public Health 
Service project grant, MH-01499. 
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general issues of a practical or theoretical nature dealing with behavioral 
deviation and its treatment. Approximately three-fourths of the students in 
the course elected this option. These students v/ere organized into five groups, 
each led by a mental health professional. 

A one-semester trial of the program indicated that this type of volunteer 
work could be significant for the education of the students and also could 
contribute to the hospital’s treatment program. It was therefore decided to 
continue and expand the program the following year. Its potential educa- 
tional and therapeutic significance seemed so real that it was decided that the 
program would not be anchored to the course in abnormal psychology but 
would be available to any student on campus who wished to volunteer for 
this activity. Furthermore, it was felt that the program w'ould be most effec- 
tive for both students and patients if it were structured in terms of a full 
academic year rather than as a single-semester experience. A planning com- 
mittee consisting of members of the hospital staff, an interested Wesleyan 
faculty member, and several students who had been involved in the program 
during the first year was set up to structure the program formally. It was at 
this time that the program was labeled “The Companion Program” (Holz- 
berg, Whiting, & Lowy, 1964). 

Out of the meetings of this committee, three major objectives of the 
program emerged: (1) To give patients the extent and kind of personal 
involvement that is recognized as a vital factor in the comprehensive treat- 
ment of chronic mental illness. We saw the Companion Program as one facet 
of a total rehabilitation program designed to make social relationships less 
fearsome and more gratifying experiences; (2) To provide a rewarding 
experience, both intellectually and emotionally, for the students, many of 
whom would become community leaders in later life. We agreed that stu- 
dents in the program must not be regarded as a source of unpaid manpower. 
We wanted them to receive a personal, maturing experience that would 
equip them to deal with their own adjustments to life and conceivably lead 
some to seek careers in mental health professions (Holzberg, 1963); (3) To 
boost the morale of increasingly overburdened, often frustrated hospital per- 
sonnel by bringing onto the wards young, intelligent scholars, full of the 
social idealism, hope, and vigor of youth. 

The program was conceived as one that would require the utmost coop- 
eration between hospital and university. In practice, the hospital has accepted 
the role of the willing host for the students, welcoming them as real partici- 
pants in its treatment and rehabilitation program. It accepts responsibility for 
the students’ orientation and educational experiences and maintains profes- 
sional responsibility for all patients involved in the program. This responsibil- 
ity is carried through the chiefs of the units in which the students operate and 
through the professional group leaders who supervise the students. 

The university’s responsibility is to recruit and organize student partici- 
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pants, a function that the university has delegated to the student body with 
a faculty member serving as adviser. Recruiting begins during the hrst days 
of fall semester with the distribution of brochures and literature on the Com- 
panion Program. Interested students are invited to attend a rally at the 
university during the first week of school to hear a discussion of the^program 
and its benefits for patients, students, and hospital. Students who have par- 
ticipated in the program previously, a professional group leader from the 
hospital, and the faculty adviser also speak to the students. 

Professional group leaders on the hospital staff are charged vnth main- 
taining a common philosophy and working out common problems. Therefore, 
the gr^p leaders meet periodically. They also meet with ward personnel to 

assess the response of patients. . ^ 

The role and obligations of a student are defined at the recruitinem meet- 
ing at the university and at the student’s first session at the hospital. His role 
is defined as that of being a friend, not a therapist, to a patier.t; and within 
this context, the importance to the patient of reliability and consistency of 
visits is stressed. Once committed to the program, the student is obligated to 
spend at least two hours a week (one hour with the patient and one hour m 
the group) at the hospital during the academic year, except for Christmas 

i The hospital attempts to be as flexible as possible in adapting itself to 

I the time the students have available. The bulk of the students find afternwn 

i visits most convenient, but occasionally we have had an evening group. 1 he 

actual assignment of students to specific groups, the designation of precise 
hours to be spent at the hospital, arrangements for transportation, etc. are 

left to the faculty adviser. Once a group is formed, a student m the group is 

usually designated as the student leader, who ananges for transportation and 

other practical matters. .^i. * 

All interested students are allowed to sign up for the program without 
prior screening. Criteria for effective screening are frankly unknown. While 
our research may ultimately yield predictors of success, neither the predictors 
nor the criteria have as yet been delineated. The commitment for a 
screens out the obviously unmotivated student. Emphasis upon friendship 
rather than therapeutic services serves to exclude some students with t e 
wrong motivation. The students screen them elves informally and effectively; 
they do not commit themselves to the program until they have made three 
visits to the hospital. During this period a student can, and occasionally does, 

withdraw gracefully from the program. ^ . . j * u 

As indicated earlier, a mental health professional is assigned to each 

group of students. The professional group leader has a three fold function: 
(1) Supervision. He supervises the students to make certain that the rela- 
tionship is one suitable to a “companion.” He helps students to understand 
the relationship and to handle problems that may arise between student and 
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patient. (2) Support. Typically, students require considerable support in 
dealing with their anxieties and frustrations. Their anxieties are likely to 
occur during their first visits to the hospital due to false anticipations about 
patients and feelings of insufficient “training” for the work. Their frustrations 
occur when their ambitions for their patients stumble upon the reality of 
chronic mental illness (Holzberg, 1962). This occurs when a patient does 
not make as much progress as anticipated, or when a patient has shown 
improvement and then relapsed. (3) Education. During the group meetings, 
there is usually considerable discussion of general issues pertaining to mental 
illness and hospitalization. iTiis is likely to occur most intensively during the 
second half of the year, when the students’ anxieties are sufficiently reduced. 
An attempt is made to keep discussions general rather than to concentrate on 
the problems, history, and dynamics of specific patients. Companions do not 
have access to their patients’ psychiatric charts, but at the end of the year the 
group leader may discuss selected data from the patients’ records. This is an 
event eagerly awaited by the Companions because it permits them to get 
another view about their patients. 

The group leader assumes considerable responsibility both for protecting 
the patient and for making the Companion’s experience a positive one. The 
essential qualifications for a group leader seem to be experience with patients, 
a dynamic approach to their problems, and . sincere interest in working with 
students. 

Initially, we were under the impression that the success of our program 
would depend, at least partially, on letting the students themselves choose 
patients with whom they thought they could become friends. Accordingly, 
the chief the unit involved, the nursing supervisor, and the professional 
group lea-.er selected a group of patients; and for three weeks following the 
initial orientation period at the hospital, the professional leader, the students, 
and the patients met at a weekly social hour held on a ward or in a special 
room of the patients’ building. Students and patients mixed freely in the 
presence of the professional group leader. During these three weeks, the first 
hour was devoted to getting acquainted with patients in the group situation. 
Then, during the second hour, the professional group leader guided a dis- 
cussion on both general issues and the students’ interests in specific patients. 
We believed that these sessions would allay the anxiety of the students, for 
many of whom this was their first experience in a mental hospital. At the end 
of this three-week period, each student selected the patient who would be his 
Companion for the entire year. 

We have since discovered that students often prefer to have patients 
assigned to them, because frequently they feel guilty when they select one 
patient over another. Therefore, we may now assign a patient to each student 
with the understanding that the assignment can be changed at any time 
within the first three weeks. 
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Student-Patient Activities 

While most student-patient activities take place at the hospital, we 
also allow Companions to take patients into town or on a visit to the univer- 
sity if the chief of the unit approves. While visiting their patients, students 
may engage in whatever activities seem appropriate to the patients interests, 
e.g., talking, walking, playing games, listening to music, reading, etc. 

The range of activities in which student and patient may engage are 
limited only by the interests of the patient and the good taste and judgment 
of the student. Occasionally an activity seems to violate the latter, as when a 
student was observed riding with his patient on a motorcycle. But even here 
it was later learned that the student had merely responded to the patients 

comment that he had never ridden a motorcycle. 

Once the student has a Companion patient, it is typical for the student 
to meet his patient in the building in which the patient resides. This meet- 
ing may occur on the ward or in the visitors’ lounge. The student and patient 
may have decided during the previous visit how they would spend their time 
next week, or this is decided on the day of the visit. A student may spend 
time alone with his patient, or several students and their patients may become 

a group for that visit. i • • 

Exploration of the hospital grounds is a common activity in early visits. 

Sometimes it is the patient who takes the initiative in orienting the student 
to the hospital. He may escort the student on visits to the chapel, occupa- 
tional therapy, the movie house, the library, the greenhouse, etc. 

A frequent activity is just talking. To most of our students, this is their 
most usual mode of relating to friends. This “talking” may occur in the con- 
text of taking walks through the hospital grounds, drinking cottee at the 
hospital canteen, listening to music in the music department, etc. The con- 
tent of such talks is varied; they may cover areas of mutual interest, how 
each spends his usual day, their backgrounds, how the patient feels a^ut 
leaving the hospital, etc. Where the patient’s interests indicate it, the student 
may discuss certain academic areas, as in the case of the student who had a 
patient who shared his interest in mathematics. Somerimes the student may 
bring something to the patient, such as drawing materials or a book that the 
patient has expressed interest in. However, talking is not always a comfort- 
able medium of interchange for many of our patients. This may lead the 
student to engage in games such as checkers, cards, tossing a ball around 
outside, playing pool, etc. One student who had a patient who was not a 
talker found that his patient and he could spend time throwing pebbles at 
a tree from varying distances. The patient was obviously skillful in this 
activity; and presumably this demonstration of skill made the patient more 
relaxed with the student, for he became more talkative on subsequent visits. 

Where patients tend to spend much of their daytime hours on their 
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wards, students almost instinctively “pull” to get the patient to leave the 

ward for the visit. If the patient is too disturbed to leave the ward in the 

opinion of the ward staff, the student may spend the entire hour with the 

patient on the ward. Occasionally a patient resists the student’s desire to go 

outside, sometimes out of fear, sometimes out of negativism; but it is a rare 
Companion experience which is solely limited to visits on the ward through- 
out the year, even if the patient is residing on a closed ward. 

The age and physical condition of the patient also determine the kinds 
of activities in which patients and students engage. The younger, more 
vigorous patients can, of course, engage in more active pursuits, whereas the 
older, more debilitated patients are more likely to enjoy sedentary activities. 

Not infrequently students may take their patients to visit the university 
(Wesleyan is only five minutes by car from the hospital). They may explore 
the university grounds together, have dinner at a fraternity house, attend a 
concert together, or meet and talk to a professor, as in the case of a patient 
who had expressed an interest in anthropology and whose student arranged 
for the patient to visit with a professor in that department. 

Thus, considerable latitude is provided the students in terms of their 
activities with patients. Very little structure is provided by the professional 
staff, and it has been our experience that little structure is needed. The sensi- 
tivity of the students and their basically good judgment have been apparent 
throughout the history of the program. 



Patient Selection 

Considerable thought has been given to the question of the type of . 
patient to be selected for this program. While the criteria have remained 
tentative, we are in general agreement that patients for this program should 
be chronically ill and have minimal involvement with ongoing hospital pro- 
grams. They should present no symptoms or behavior that would be especially 
disturbing to the students. They should not be so regressed that they would 
be more appropriate for a remotivation program,^ nor so socially developed 
and capable of tolerating an intense interpersonal relationship that they are 
ready for formal individual or group therapy with a professional. We believe 
the patient best suited to the Companion experience is one who has re- 
sponded to remotivation and is now ready for a social relationship with a 
relatively benign individual. We are particularly interested in the “forgotten” 
patient who has minimum or no contact with other hospitalized patients or 
with members of his community, including his family. 

2 Remotivation is a program designed for the most regressed and alienated patients 
to remotivate them to enter into the most minimal social interactions with others. Ap- 
propriate patients for such programs are patients who do not communicate at all or who 
communicate incomiaehensibly. Patients selected for the Companion Program are not 
usually at such a regressed state. 
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No attempt has been made to match student and patient on any vari- 
ables, including sex and age. It is entirely fortuitous whether a group of 
patients selected for a group of students happens to consist of men, women, 
or both. The same applies to the ages of patients, although the bulk of pa- 
tients selected are older than the students because of the criterion of chron- 
icity. The largest number of patients are schizophrenic. 

The goals of the Companion Program for the patient are improvement 
in his level of social communication, social skill, and social responsibility that 
would help effect his social recovery and hopefully lead to his discharge. 
Patients for group therapy are often recruited from those who have been 
in the Companion Program. 

The problem of handling separation and termination is a continuing one. 
The students are concerned about the effects of these on their patients, but 
at times more than is justified by the nature of their relationships. We have 
thought about this problem but have collectively agreed that patients cannot 
and should not be protected from the realities of living, one of which is the 
movement of people into and out of their lives. The group leaders task is 
to help the students carry through separation and termination so that it is 
not traumatic, either for the patients or for the students. Separations loom 
as a significant problem twice a year, at the long Christmas vacation and at 
the end of the school year. We believe that holding a party for patients and 
their Companions just prior to the Christmas vacation and a picnic just prior 
to the end of the year serves to allay separation anxiety for both. 

From its beginnings at one university, the program has now expanded 
to students of seven colleges— Wesleyan University, Yale University, Trinity 
College, Central Connecticut State College, University of Hartford, Hart- 
ford College for Women, and St. Joseph’s College of West Hartford, Con- 
necticut. Between 100 and 150 students participate each year, including 
several who have been in the program for two and three years. 

This introduction to the program would be incomplete without mention 
of concerns expressed by some of the hospital staff at the programs begin- 
ning. Concerns were expressed that the student-patient encounters would be 
damaging to patients, traumatic for students, and disturbing to hospital rou- 
tines. We are pleased to indicate that not one of the hundreds of students 
was traumatized; on the contrary, as we shall report later, many students 
apparently go through a quasi-therapeutic experience. Some students drop 
out of the program, but we are unaware even in these instances of any gen- 
uine trauma to the students. 

As far as patients are concerned, we are reasonably certain that their 
friendships with students are experienced as a positive encounter with a 
deeply committed hum in being. While a student may occasionally tend to 
get emotionally overly-i.ivolved with his patient, no student has ever been 
asked to resign from the program. While students often take their patients 
off the wards, and some of these patients are from closed wards, there has 
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never been a single instance of a patient trying to escape from the hospital. 

It is inevitable that some disturbance of hospital routines would result 
from student involvements at the hospital. Students “unknowingly” impose 
demands for healthy behavior because they do not reinforce patient pathology. 
They view the patients in the most humanistic and equalitarian terms. They 
encourage patients to make demands on the hospital and its personnel. This 
should inevitably collide with the efficiency of hospital ward functioning. But 
it is a tribute to the nursing personnel of our hospital that they have been 
able and willing to adapt to the demands that must eventuate from such a 
program. 



Characteristics of College Students 

It is a question of prime pedagogic interest to know if students volun- 
teering for the program represent a self-selected and distinctive body in terms 
of psychological attributes, or whether they are a typical cross-section of the 
student population from which they are drawn. Fortunately, at Wesleyan 
University an extensive testing program involving all students has been in 
progress for many years. This testing occurs during the week of freshman 
orientation, and the results have been available to us for comparing students 
who have volunteered for the program with those who have not. One study 
(Knapp & Holzberg, 1964) compared such a group of Companion students 
and control subjects. The control group was a randomly selected sample of 
nonparticipating students. The two groups were compared on a variety of 
standard psychological tests. The analysis of the data offered strong refutation 
of any suspicion that the Companion Program has proven a refuge for the 
morbid and unstable personalities seeking a bizarre adventure. The evidence 
is particularly clear that such is not the case. 

On the other hand, it is clear that the Companion Program serves as an 
outlet for certain impulses of human generosity and altruism which has not 
normally been available to students in the college environment, at least until 
recently. The civil rights movement, poverty programs, etc. are more recent 
developments that provide such outlets. So far as our data indicate, the Com- 
panions are more idealistic in temper, more capable of generosity, less con- 
cerned with personal gain, and more responsive to religious values than their 
associates who have not elected to join this program. In particular, it proved 
possible to demonstrate that Companions differed from controls in the struc- 
ture of their “moral life space.” Thus, we were able to show that Companions 
were more sensitive to the dimensions of goodness and badness and less con- 
cerned with power versus weakness than were their corresponding controls. 
We think it has accordingly been demonstrated with reasonable confidence 
that the program does not attract significantly unstable or insecure personali- 
ties, but rather persons of more than usual moral sensitivity and compassion. 
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A replication of this study was undertaken with a larger sample, and the 
results are essentially as repotted in the first investigation. As part of this 
larger study, however, we also explored 13 additional vanables (persona, 
familial, and academic) which might further distinguish Com^nions from 
controls. None of the personal and familial vanables proved differentiating 
Certain academic variables did prove significant. There was a significant y 
lower incidence of disciplinary action directed against ampanmns, consirien 
with the proposition that Companions are distinguished by a higher 
moral responsibility. Beyond this. Companions more often 
ties and most frequently major in psychology and b'«l«gy- Jl;' ^ 

findings suggests that Companions more often tend to seek others; the latt« 
finding is raderstandable because of the pertinence of the Companion Pro- 

eram to psychological and medical science. 

Further light may be shed on the character of Companions by observing 
their declaration of motives as revealed on a questionnaire administered at 
the beginning of the year. Responses to this questionnaire were sorted under 
seven headings. The most prominent motives were: to acquire knowledge 
concerning mental illness and abnormal behavior; to be of service “ » P““" 
in misfortune and to aid his recovery; and finally, to obtain self-insight. M 
rarely mentioned were the desiie to make friends with unusual persons, to 
help prepare for an intended vocation, and to obtain personal therapeutic 
advantage. It may be observed in passing that this hierarchy of motives is 
generally sustained in rewards reported at the end of the year, t oug t ere 
Ire a number of significant changes. Briefly, it may be said that the ho^ 
to contribute to the recovery of the patient dropped in significance, while the 
reward of knowing an unusual and different friend appeared to be an unex- 
pected gain from the experience. r 

We have been keeping careful records of student dropouts from the 
program (these number between 10%-15% each year) and are currently 
Lmining data about these people which will help us to understand more 
fully the student who starts the program but does not complete it. 



Effects on Patients 

Initial attempts to evaluate the program in terms of its impact on 
patients have rested on questionnaire ratings by students, observations of the 
professional leaders, and various anecdotal information. A questionnaire study 
carried out on the first year’s Companions offered some basis for considering 
the experience a significant one for the patients. Clearly, these data are not 
objective, being based on the students’ own perceptions of their e^eriences. 
However, they may nevertheless be of some interest to consider. Of the stu- 
dents who responded to the questionnaire at the end of the year, 84% reported 
that their patients desired the companionship relationship and sought to mam- 
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tain it. A typical student comment was, “She seems to appreciate my visits 
and attention.” Seventy-one per cent reported that students and patients con- 
versed more freely. Sixty-five per cent reported that their patients showed 
positive changes in self-confidence. Sixty-four per cent reported greater in- 
terest on the part of the patient in his surroundings. A comment of one of the 
students in this regard was, “She’s more interested in the activity of the hos- 
pital. She began helping with aged patients in the Infirmary. She is generally 
more aware of herself and her surroundings. She began corresponding again 
with friends outside the hospital.” Another student reported, “It has brought 
him out from his withdrawn state. He is first starting to show significant 
improvement.” Positive changes in the patients’ personal appearance were 
reported by 55% of the students, and 48% reported that the patients’ social 
behavior had improved during the year. 

The students also reported changes in certain symptomatic expressions 
of their patients. Forty-two per cent of the students reported that their pa- 
tients showed improvement in realistic thinking, and 46% of the students re- 
ported that their patients showed improvement in their mood, reflected in 
reduction of depressive indications. Overall, the students considered that 71% 
of the patients had shown improve.aent in the Companionship year. Twenty- 
nine per cent were unchanged. If these findings could be corroborated with 
controlled investigation, the result would be quite startling, considering the 
fact that all of the patients were chronically ill and had been in the hospital 
for a substantial number of years, some for more than twenty years. 

Greenblatt (1962) reported that a similar program at Harvard resulted 
in the release of many patients who were “. . . elderly, chronic, institutional- 
ized people.” Kantoir (1962), in describing this same study, indicated that 11 
of 53 chronic patients who had been in the hospital for at least five consecu- 
tive years were able to leave the hospital. The absence of controlled data on 
a population not associated with college students limits this type of informa- 
tion, but both authors express confidence that the results are attributable to 
the college student involvements. However, one must note that the onset of 
college volunteer programr coincides with many changes in institutional 
policies, such as the Open Door, and with the use of the ataractic drugs, so 
that it is difficult to evaluate discharge rates without control groups. 

More recently we have collected psychological test data in order to com- 
pare Companion patients with a group of control patients who were not in 
the program. A number of psychological assessment procedures have been 
used, including the Minnesota Multiphasic Personality Inventory, Bender 
Gestalt Designs, and Draw-a-Person. Of the patients to whom the MMPI 
was administered, only 14 Companion patients and 30 control patients com- 
pleted full MMPIs before and after the program. While we carinot be cer- 
tain that these MMPI performances are representative of the total Companion 
and control patient populations, we nevertheless believe that it is of interest 
to report that one clinical scale (Depression) changed significantly from the 
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pretest to the posttest. Companion patients showed a significant decline on 
this scale. A comparable difference in the same direction on the Paranoid 
scale barely missed significance. The data on the Bender and Draw-a-Person 
are currently being analyzed to determine if any significant changes have 
occurred in our Companion patients on these instruments. 

Beyond this, in order to assess the saliency of the Companion experience 
for the patient, Companion patients have been interviewed after the termina- 
tion of the Companion year with regard to the importance they attached to 
their Companions, how much they knew about the student, what they be- 
lieve the students’ motives were for coming, whether and why they would 
like a Companion the following year, the values to the patient from seeing 
a Companion, what they expected and how satisfactory the experience was, 
and their suggestions for improving the program. These data are present y 
being examined. In addition, professional group leaders have provided ratings 
on the overall degree of change in the patients seen by their students. Ihese 

data are also currently being analyzed. , , ^ . j 

We are now in the midst of collecting data on both Companion and 

control patients with regard to their ward behavior. Ratings on a hospital 
adjustment scale were made at the beginning and end of the year y nmsing 
personnel. This scale provides information on three aspects of hospital adjust- 
ment- communication and interpersonal relations; care of self and social 
responsibility; and work, activities, and recreation. In addition, we are examin- 
ing the extent to which the Companion experience produces changes in the 
patients’ interest in, awareness of, and adaptation to, their immediate en- 
vironment. Companion patients and control patients were administered a 
hospital information test at the beginning and end of the Companion year. 
The test is designed to yield a measure of the extent and nature of a patient s 
knowledge of the hospital environment. This test has been related to a 
variety of variables, including patient styles of adaptation to the hospital and 

discharge rates. 



Effects on Students 

KNOWLEDGE AND ATTITUDES ABOUT 

MENTAL ILLNESS 

Indifference, or something worse than indifference, has characterized 
society’s attitude towards the mentally ill throughout history. While encourag- 
ing changes recently been taking place in official attitudes, it is still 
disconcerting to observe the continued indifference, if not outright rejection 
of the mentally ill, by substantial segments of the public. Extensive programs 
of community education seem somehow to have had less impact on the public 
than comparable programs concerned with other health problems. Pity may 
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have been aroused, but this has not substantially diminished t.*ie publics 
ostracism or isolation of the mentally ill. 

The paucity of results achieved in altering the publics attitudes has 
recently been examined by the Joint Commission on Mental Illness and 
Health (1961). This report has detailed a number of ways in which the ab- 
normal personality plays a significant role in determining the public’s attitudes 
of indifference and rejection. The mentally ill are often unpredictable people, 
and thus they threaten the ordered stability of the community. Furthermore, 
by their apparent refusal to get along with other people, they create the im- 
pression of being unwilling to be fully responsible members of the social 
community. Finally, the mentally ill patient is frequently unwilling to accept 
sympathy and assistance because he does not see himself as “ill.” He thus 
turns away from aid and sympathy that may initially have been generously 
offered. This refusal is experienced by the community as rejection, which 
leads into a vicious circle of mutual rejection. Considerations such as these 
help in understanding the strong resistance to change in the public’s attitudes 
in spite of massive educational programs on mental illness. 

The need for improved public understanding of mental illness is clear 
when one considers the cost of the prevalent indifference and rejection to 
afflicted individuals a;.id their relatives and to society at large. Persons who 
might live profitably, or at least harmlessly, in a more acceptant community 
are unnecessarily placed in mental hospitals (“put away,” in the popular 
phrase) or are kept there to little or no therapeutic purpose only because ^they 
have iiowhere to go where they can be accepted. Employers, fearful of the 
stigma attached to the label “mental patient,” may refuse to hire well-qualified 
former patients, to the detriment of both their own businesses and the ex- 
patients’ self-respect. At the same time, persons in serious need of psychiatric 
care may fail to seek it, or to accept it if offered, or to profit from it if forced 
on them, because of unwillingness to be placed in a class which they them- 
selves fear or despise. Still another consequence of the public’s negative 
attitudes is the difficulty experienced by mental hospitals in recruiting suf- 
ficient professional and semiprofessional personnel. 

These concerns have led us to examine the question of the impact of 
the Companionship experience on the attitudes toward mental illness and the 
mentally ill of those participating in it. 

In one study (Holzberg & Gewirtz, 1963), a group of Companion stu- 
dents were compared to a control group of students who had volunteered for 
other forms of social service activities in the local community, e.g., the 
Y.M.C.A., Big Brothers, etc. The selection of control students in social 
service activities was an attempt to make the groups as comparable as pos- 
sible in terms of social interest. Both groups were administered a question- 
naire dealing with mental illness. While to a great extent the questionnaire 
probed for specific information, it was felt that it would nevertheless reveal 
certain attitudes toward the mentally ill. The questionnaire was administered 
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at the beginning and at the end of the academic year to both groups of stu- 
dents The results of the study were rather clear-cut. The two groups, which 
were not significantly different from each other at the outset, were signifi- 
cantly different at the posttest. The companion group demonstrated that its 
membero had gained in knowledge and positive attitudes from their experi- 
ence. While the subjects of the study constitute a sampling of a highly 
selected and limited part of the general population, we feel that its imjwr- 
tance lies in the fact that this segment of the population will be occupying 
positions of leadership in the future. Consequently, the knowledge gained 
and the attitudes aftected by the Companion experience should lead to more 
constructive approaches in the field of mental illness. 

More recently, we have done a further study on possible shifts in atti- 
tudes toward the mentally ill. We have used an extensively validated instru- 
ment, Opinions about Mental Illness (OMI), which was admini^ered to 
student Companions and controls at the beginning and end of the Compan- 
ionship year. A factor analysis of the pretest data yielded six factors: authori- 
tarianism, benevolence, mental health ideology, social restrictiveness, inter- 
personal etiology, and alienation. While we found overall differences in the 
levels of the factors between Companions and controls and difference in 
the two student groups combined from preteting to posttesting, the ana yses 
do not indicate significant changes in thee factors as a function of the ^m- 
panionship experience. However, separate analyse of every item in the OMI 
indicate that Companions do change more than controls in their agreements 
and disagreements with items, suggesting that the Companions show more 
“stirring up” of attitudes even though the items on which they change do 
not cluster according to the factorial structure found in the analysis of the 
pretest data. There was reason to believe that different Companions were 
changing in different ways, that they were in fact being affected by the 

experience. 

CHANGES IN MORAL JUDGMENT AND 

SELF-ACCEPTANCE 

From the very first year of the program, there were indications that 
the students were undergoing certain important personality changes that con- 
ceivably could be attributed to the nature of their experience. From discus- 
sions with students during their hospital visits and from certain written 
reports prepared by some of the students, we sensed very early that the im- 
pact of this social experience transcended mere intellectual enlightenment 
and involved basic personality growth. Thus, viewed pedagogically, it ap- 
peared to us that the program was serving in many cases a more transcendant 
educational aim than that commonly subsumed under the designation aca- 
demic.” Involved here, it appeared to us, was a growth of social awareness, 
empathic range, and self-realization which might be described by the phrase 
“nonintellective education.” 
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Although numerous personality dimensions seem conceptually relevant 
to this process, further examination of the students’ subjective reports of the 
kinds of changes they perceived in themselves suggested two foci of research 
interest-moral judgment and self-acceptance. We designed a study to meas- 
ure, during the course of a year, changes in these two areas of personality in 
the group of Companion students and a comparable group of control students 
(Holzberg, Gewirtz, & Ebner, 1964). 

The first instrument administered to the subjects consisted of a scale of 
moral judgments of our own design. Changes on this scale revealed that the 
Companions became more tolerant of their judgmental evaluations of sexual 
and aggressive behaviors. It is of interest that the Companions began the 
year presenting a picture of greater moral severity than the control group, 
that they were more disapproving of the behaviors relating to sexuality and 
aggression. This may reflect the findings of another study showing that re- 
ligious values occupy a more central role in the philosophies of the Com- 
panion students as compared to non-Companion controls. The fact that the 
Companions shifted toward greater toV;rance of sexual and aggressive be- 
haviors suggests that the Companion experience may facilitate the relaxation 
of initial moral rigidities. Although, on various grounds, one might expect 
similar kinds of changes in college students from the maturational and pre- 
sumably broadening effects of the college experience, it is noteworthy that 
the control group revealed no suth change. 

On the self-acceptance measure, while it was found that the two groups 
did not differ significantly at the beginning of the year, the Companions 
shifted conspicuously toward greater self-acceptance, while the non-Com- 
panions showed a slight trend toward less self-acceptance at the end of the 
year. This latter trend is difficult to interpret in view of the diverse factors 
which might influence such a buoad variable in the normal course of the 
year’s activity. This change might be a reflection of heightened tension and 
anxiety concerning the approach of the final examination period, which coin- 
cided with the time of the retesting. However, regardless of the cause of this 
trend in our control group, it is noteworthy that the Companions, exposed 
to the same general campus environment, exhibited a significant opposite 
change. 



CHANGES IN INTROSPECTIVENESS 

Companion students and controls were evaluated on a preprogram- 
postprogram design for changes in their level of anxiety and the extent to 
which they utilized repression as measured by scales of the Minnesota Multi- 
phasic P.rsonality Inventory. While there were no significant differences 
between the groups in terms of changes on the repression scale, there was a 
significant tendency for the Companion students to manifest increased scores 
on the anxiety scale. Because of the nature of the items used to assess anxiety. 
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this latter result has been interpreted by us as a change in greater introspec 
tiveness on the part of the Companion students. 

STUDENT EVALUATION OF THE PROGRAM 

At the end of the first year of the program a questionnaire was ad- 
ministered to the participating students. All of the students indicated they 
had grown in their knowledge of mental hospitals and the consequences of 
hospitalization. Ninety-one per cent stated that they had become less anxious 
working with patients during the course of the year. Ninety per cent felt 
they had grown in their understanding of mental illness, its causes, and treat- 
ment. Eighty-one per cent said that their feelings about patients had changed: 
they had acquired the ability to see patients as sick people who were worthy 
of support and aid rather than derision. Implicit was the recognition of the 
prejudices that they had brought into their encounter with patients. Eighty- 
four per cent reported that their feelings about mental hospital personne 
had changed, and that they understood better the nature of the problems 
experienced by these people. Many also reported better understanding of the 
various mental health professions. 

A number of the students volunteered statements alluding to the multi- 
ple values of the experience for them: “This Program is a goc^ and effective 
method of letting others know the problems faced by mental hospitals today. 

I sincerely hope that it reaps a reward in the future generation. I feel that 
the companionship I had this year was more or less one-sided. I gained terrific 
insights into the mental hospital complex, its patients and its problems. 1 
feel quite strongly that all graduate students in psychology, and maybe even 
all majors in psychology, should take part in the Program. It is a very valuable 
experience.” “The Program has caused me to take a more objective view of 
my own emotional problems.” “Keep up the Program. For me, and I think 
for most everyone, the experience has been most rewarding. Ninety-seven 
per cent of the students felt that their experience had contributed to their 
personal growth. There has been the occasional student who has expressed 
the opiniL that being a Companion has been his “most valuable college 

^ During one of the recent years of the Companion Program, students 
were administered another questionnaire at the end of the year designed to 
determine how they assessed their Companion experience retrospectwely. 
The responses were factor analyzed and five factors were tentatively identi- 
fied designating different styles of outcome that characterized different groups 
of stud'mts. The first factor defined a style of outcome charactenzed by 
growth in knowledge about the hospital and its treatment program. Here the 
knowledge was impersonal and the prime reward was intellectual. The sec- 
ond factor defined a style of outcome characterized by desirable changes in 
life outlook and rewarding personal gains associated with a feeling on the 
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part of the student that he had developed a relationship of friendship with 
the patient. The third factor described a style of outcome which was also 
characterized by genuine friendship with the patient, but in this case it was 
accompanied by emotional stirrings of a deep nature. The fourth factor de- 
fined a style of outcome characterized by an intense and indignant concern 
with the patient’s misfortunes, leading to a somewhat more pessimistic life 
outlook but with the student feeling that there had been gratification of 
altruistic motives. The fifth factor defined a style of outcome characterized 
bv the acquisition of personal knowledge about patients and how it must ee 
to be a patient, combined here also with the feeling that altruistic motives 

had been gratified. , . 

We are currently studying systematically changes that have occurred in 

the basic life values of Qimpanions. 

FOLLOW-UP STUDY 

A questionnaire was mailed to all graduates who participated in the 
Companion Program. An unusually high return was achieved. The question- 
naire sought data on how the alumni assessed their Companion experience 
retrospectively. While there were considerable individual differences in the 
wav in which they described their Companion experience, the overall re- 
sponses of the alumni could be summarized as follows. Those who responded 
indicated that they had had feelings of solicitude toward their patients a 
desire to help them, and curiosity and interest in the patient s case. I hey 
denied having been tempted to laugh at the patient or having ^en repulsed 
bv the patient’s illness. They also denied any fear of viewing the manifesta- 
tions of mental illness. While admitting to some general anxiety o" ‘^eir 
initial contacts with their patients, they denied having had any fear of selt- 
revelation or any anxiety about their own mental health or the possibility 
of mental illness. They expressed anguish over the waste of human potenUal 
in the patients and denied that the patient was responsible for his condition 
or responsible for causing suffering to others. They described their relation- 
ships with their patients as having been a unique experience for them Qthe 
alumni). A substantial number indicated that their Companion experience 
had confirmed their vocational interest in careers related to mental health- 
notably in psychology, psychiatry, and social work; more rarely in the ministry 
and legal profession. A small though important number expressed dismay 
and indignation at the state of psychotherapy and the treatment of mental 

diS€3S0 

While these general findings contain few surprises, they do generally 
confirm the high value which Companions tend to attach to the Companion 
experience in retrospect. A more penetrating analysis, however, is contained 
in the identification of certain modal reaction styles as contained in this ques- 
tionnaire. From this analysis, four definable reaction styles emerged. 
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First, there is the “friend,” namely, the Companion who shows little 
anxiety upon entering the program, is dominated by amiable intentions, has 
little hope of vocational gain, and, in the main, describes his experience as 
easy and friendly. The second reaction type may be described as the soul- 
searcher.” This type of person confesses to his own problems and anxieties, 
admits his hope for gaining personal insight, and avoids an easy optimism in 
his estimate of the gravity of mental illness. The third reaction type mig t 
be described as the “vocation-seeker,” or better, “vocation-finder.” In any 
event, this person tends retrospectively to indicate the importance cf the pro- 
gram in confirming or directing him toward his present vocational interests 
or pursuits. This individual appears to be relatively objective in hy.s concerns 
and practical in his orientation, devoid of the quick amiability of the hrst 
type and the anxious preoccupation of the second. Finally, our fourth factor 
yields a hypothetical type that might be designated as the altruist Ihe 
prime motive of this type, as might well be surmised, is the ambition to 
alleviate suffering and contribute to the healing of the patient. Such persons 
show a combination of empathic involvement combined with moral indigna- 
tion unparalleled in the other three types. 

This mode of analysis is a salutary correction to the conception that 

general trends in our data reveal the whole story. Indeed, it would ^pear 
that the Companion Program offers a wide variety of meaning to i erent 
persons, depending upon their qualities at the outset, the circumstances that 
impel them to enter the program, the type of patient to whom they are as- 
signed and the type of direction and supervision they receive during the 
course of the Companion year. The manner in which the reported ex^rience 
of the Companion is related to these and other dimensions is the subject of 
current inquiry, but it may be observed in passing that we can already demon- 
strate that the age and sex of the patient are meaningfully related to the 
four styles of experience reported in this follow-up study. Thus, for examp e, 
individuals assigned to younger male patients more frequently report the 
soul-searching attitude, while those with older women as Companion patients 
rarely show vocational trends in their Companion experience. In brief, the 
recognition of pluralism in reaction styles as a function of motives for enter- 
ing the program, the quality of the experience obtained, and its retrospective 
evaluation is important to a full comprehension of this enterprise. 



Conclusion 

The Companion Program, after eight years in operation, is viewed 
as a significant contribution to the treatment of a patient population whose 
inertia and alienation tend to result in their remaining outside the main- 
stream of hospital treatment programs. It is judged to provide a therapeutic 
human relationship •^f intimacy and consistency for a select group of patients 
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who, if left to their own devices, would assiduously avoid it. While we are 
currently theorizing about the basis for the therapeutic value of this experi- 
ence for the patient, we have recognized one important therapeutic “atti- 
tude” the student brings: blind to the patient’s psychopathology, he relates 
to the patient as another human being and not as a phenomenon of mental 
illness. It has been suggested that the student may be the only person with 
such an attitude who encounters the patient, a patient who has withdrawn 
and insulated himself from human relationships which he feels will be as 
hurtful as those he has endured in the past. 

The program is also viewed as a significant contribution to the non- 
intellective education of college students. Students participating in the pro- 
gram undergo changes in personality not unlike those that have been observed 
and reported as occurring in psychotherapy. They show a reshuffling of 
attitudes about mental illness with a modal shift toward more sympathetic 
and realistic understanding of this problem area; they demonstrate a modal 
shift toward greater self-acceptance, greater tolerance for heterosexual and 
aggressive behaviors, and a heightening of introspectiveness. 

It seems to us that the Companion Program has brought together two 
individuals who normally would have a rare or transient encounter— the pa- 
tient, often lost in despair and retired from life; the student, a younger person 
at the height of social idealism, courage, and optimism. What has emerged 
thus far in our work is that the relationship between these two has had many 
beneficial consequences for both. The patient seems to borrow some of the 
optimism and courage of his Companion and the Companion gains wisdom 
and charity that is personally enlarging. Above and beyond this, it has opened 
another channel of communication between the hospital and its patients and 
the outside community. 
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In 1958 when the projects described in this chapter were first en- 
visioned, community psychiatry had not yet become a popular concept. But 
a trend in the mental health field toward thinking in terms larger than indi- 
vidual problems had long been operating in people’s minds, even when it 
was not fully conscious. In line with this trend, the Pilot Projects in Training 
Mental Health G)unselors attempted to demonstrate that two large-scale 
community problems brought together could help to solve each other. When 
we think in community terms, we are aware that no problem is isolated and 
that the solution of one problem may bring about even greater difficulties 
in some other area. In one sense this is unavoidable and apparently inherent 
in human society, which seems to have within itself some built-in obstacles 
to attaining Utopia. But in a less fundamental sense, it is avoidable. We need 
not and should not concentrate on the solution of one problem in isolation 
without regard to the consequences in other areas. 

For example, it is conceivable that we might solve the shortage of mental 
health professionals by making this field so attractive that all the people who 
would ordinarily go into general medicine, nursing, teaching, etc. would be- 
come psychiatrists, psychologists, and social workers. Obviously this would 
not be a boon to society. Even the legitimate recruitment of college students 
to go into psychology and of medical students to go into psychiatry could be 
looked upo" as increasing the shortage of teachers and general practitioners, 
and thus not helpful in the solution of the community’s total problem. If we 
could find a reservoir of manpower which is not at present exploited, then 
we should be paying Paul without robbing Peter. Women in general, and 
mature women in particular, represent one of the chief underused groups in 
the labor market of the United States. Although large numbers of women 
are employed, they occupy the lower-level jobs in the labor force. This may 
be appropriate for some, and in accordance with their education and skills, 
but it is a gross waste of the talents of others. 

In recent years the idea of “second careers” for wofiien has become in- 
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creasingly popular. While keeping in mind that all students should not be 
forced into the same mold, those responsible for the education of women are 
aware that the majority of girls want first and foremost to marry and have 
children; and this is usually their first career. But also, and especially if they 
are of above average intelligence, they want something else. They want it 
particularly after the children no longer provide them with a full-time job 
and a reason for existence. At this time in their lives they are ready psycho- 
logically for a second career. But more likely than not, their way to it is 
strewn with obstacles. They have not been adequately prepared for this phase 
of their lives. Most young girls tend to overlook the fact that they will prob- 
ably live beyond the age of thirty and that they will probably outlive their 
husbands by about seven years. Thus they are often taken off balance by the 
psychological “change of life” which occurs when the center of interest which 
has been occupied for fifteen years or so by small children is left unoccupied. 
They are ill prepared for the kind of mild depression and sense of worthless- 
ness which settles in when they are faced with a good chance of forty more 
years of life and not enough work to do to fill each day. To be sure, there 
are ways of curing or obscuring this depression. There are trips, clubs, hob- 
bies, volunteer activities, and grandchildren. These are fine if they work. 
Women who are particularly vulnerable to this kind of depression are not 
necessarily the neurotic type. They may be intelligent, competent, healthy, 
and energetic. When their abilities are not being used to the full, they suffer 
as anyone suffers who does not find an appropriate outlet for his talents. A 
typical woman of this kind married early, before she got any specialized train- 
ing or work experience in a field that might represent a long-term interest. 
Or perhaps she did have training, for example, in biology. After fifteen years 
out of the field, she feels rusty and unable to compete with young people 
fresh from school. Or perhaps, and this is a frequent phenomenon, her in- 
terests have shifted in the fifteen years of preoccupation with family affairs 
from biology to interpersonal relationships. 'What is she to do then? 

If women like this could be mobilized to use their full energies and 
capacities in the mental health field without having to spend an inordinate 
and discouraging length of time in preparation, we should have a significant 
addition to the manpower pool and at the same time a marked increase in the 
health and welfare of the women themselves. There might even be a few 
men who in their forties found that they were in the wrong jobs. If they 
could allord to do it financially, they might be happier to switch over to the 
mental health field. There would probably be only a small number of men 
who would have the inclination, the talent, and the financial security to do 
this. But there is a very large number of mature women who have all three. 
In addition they have the advantage of their life experience in the field of 
human relations. If they have had their eyes open at all, they have had the 
equivalent of several courses in child development, to say nothing of family 
dynamics and the problems of adolescence. This does not mean that their 
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knowledge is optimally usable without training. But it does mean that they 
start with a tremendous advantage on the experience side of the ledger over 
the young student who has to gain his knowledge by less intimate, less con- 
stant, and less participant observation. 

The question is sometimes asked why should special programs be set 
up for such women? It may be agreed that they represent an excellent reser- 
voir of manpower, but why not encourage them to go into one of the tradi- 
tional professions, in particular social work, since that is the one which 
requires the least number of postgraduate years to complete? The answer to 
this question is twofold. First, traditional professional training programs, until 
very recently, have preferred the young student just out of college to the ma- 
ture woman who has not held a job or taken a course for the past fifteen 
years. Traditional training has been difficult for the mature woman to obtain, 
even when she sought it vigorously, and it is still not always open to her. 
Second, she has often been reluctant to seek it o-' even when she was ready 
and eager to do something with her talents. l .le ic, soU' for this are complex. 

One very practical reason is the requirement . most traditional pro- 
fessional training programs of at least one year of full-time work. The women 
with whom we are concerned do continue to have domestic responsibilities 
of varying degrees. Their children are often still living at home, even though 
they spend most of their days in school. If the mother tries to handle a full- 
time course of study with little domestic help, she ? 'ay find that her energies 
are too depleted to fill the decreasing but still present emotional and practical 
needs of her children, to say nothing of those of her husband. This is some- 
thing which varies enormously with individual women and the individual 
situation. Some are so efficient or so blessed with cooperative husbands and 
able domestic help that it is no hardship to study or work full time. They 
should by all means do so. But many, many others who could give a generous 
half time find the requirement of full time more than they can carry. 

Another reason has to do with the educational prerequisites of the tradi- 
tional training programs. These include a bachelors degree and sometimes 
particular undergraduate courses. There are many mature women who either 
did not attend or did not finish college who are today as alert and as well 
educated in a general sense as are their contemporaries who did. They are 
often children of the depression. If there was any money left for college tui- 
tion, it was for the boys of the family. With early marriages we are building 
up again, for different reasons, a large number of women who did not 
graduate from college but who, at around age thirty-five, will be looking for 
interesting work but without the formal prerequisites for entering traditional 
graduate training. Faced with the prospect of four years or more of study, 
much of which she finds dull and irrelevant to her purposes, the mature 
woman often decides that life is too short to spend such a large proportion of 
it in preparation for a new career. 

A third reason for reluctance on the part of the mature woman to enter 
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traditional training is her recognition that she is out of practice in ordinary 
academic work and that she will be competing with bright youngsters who 
are very much in the groove and know about the latest theories or the latest 
experiments. It is not uncommon that women with excellent grades in college 
and excellent capacities for mature graduate work do badly on the graduate 
record examination. It is still less uncommon that they fear they will do badly. 
Xhere are two seemingly opposite, but closely related, attitudes which women 
express about going back to school after a fifteen-year pause. One is an atti- 
tude of fearful timidity and apprehension about not being able to keep up. 
The other is an attitude of superiority to the ritualistic requirements that are 
not strictly relevant to what is necessary for the tasks they want to under- 
take. Young students gripe about rigid requirements which seem to have as 
their purpose nothing but being part of an obstacle race on the way to high 
grades and diplomas, but they are used to them and grumblingly they plough 
through them. Mature women who have enjoyed a place of importance and 
authority in the family and of prestige in the community, through either their 
husbands’ positions or their own volunteer activities, are reluctant to put 
themselves in the position of having to do whatever teacher says, especially 
when they consider it stupid. Thus, many women continue in tasks which 
use only a quarter of themselves rather than risk the humiliation of failure 
or of subservience. It is easy to object that such women are cowardly or lazy 
or both and that they would be no great addition to the mental health field. 
In the extreme case this is true. But there are many, many people in whom 
these factors operate just sufficiently to keep them away from the competitive 
professional schools but not to such a degree that their effectiveness would 
be impaired. In fact, a touch of timidity and self-doubt, a touch of refusal 
to follow rules for the sake of rules, are qualities which may be quite desir- 
able in a counselor or therapist. 

For all these reasons, then, it is important to establish nontraditional 
programs which will train mature women C^nd perhaps others as well) in a 
minimum of time to do the jobs which need to be done in the mental health 
field. 

The two nontraditional pilot projects to be described here trained a total 
of sixteen women to be "Mental Health Counselors. This . designation did 
not fill any of those responsible for the projects with enthusiasm, but no one 
could think of anything better. The term seemed to have the advantage that 
it could be an umbrella, applicable to many special kinds of counselors and 
to varying degrees of competence. 

In 1960 the first Pilot Project in Training Mental Health Counselors 
was begun at the National Institute of Mental Health (Rioch, Hikes, & 
Flint, 1965). The two principal investigators were Dr. Charmian Hikes and 
the present author. Dr. Arden A. Flint was also a major participant in the 
program. The project was an experiment to determine whether and to what 
extent mature, intelligent women with no previous special preparation could 
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be expected to do therapeutic interviewing after two years of part-time train- 
ing. There would have been no need to demonstrate that they could be kindly 
hospital visitors. The question was, what would they do if they were sent into 
a mental health agency to work, like the other professional staff members, 
with people who complain of anxiety, depression, compulsions, or inaoility to 
study, hold a job, marry, or get along with anyone? In other words, could they 
take responsibility for working therapeutically with patients who had already 
found the advice and comfort of friends and family to be insufficient and 
who needed more professional help? 

The project staff did not suffer under the illusion that in less than two 
years of training they could turn out full-fledged all round psychotherapists 
equipped to deal with any and all psychiatric problems. The idea was t at 
we could train mature people in a short time to deal with a selected popula- 
tion. While giving a broad basis of understanding of psychodynamic princi- 
ples, we would limit ourselves in practice to one kind of patient, for example, 
to one age group. If there had been no special determining factors in the 
situation in which we found ourselves as a staff, we might have thought of 
training for work with children, or with physically handicapped people, or 
with young parents, or with any number of other groups of people charac- 
terized by a particular age or 'ituation or kind of problem. As a matter of 
fact, we were limited first, by our own experience and interests and second, 
by the external situation. Our first thought was to train for counseling vvith 
college students. This seemed like a relatively easy task, appropriate to a first 
experiment. If we had been in a university setting, this might indeed have 
been the best way to begin. But geographical and transportation factors made 
it difficult for many college students to visit the NIMH Outpatient Clinic. 
We persisted in our intention to concentrate on adolescents, however, and 
broadened our intake requirements to include high school students. Since in 
the case of these younger patients, the parents usually either had to be seen 
or wanted to be seen, we soon had a case load of middle-aged people 
with the younger ones. Other adults also made use of the service. Thus, 
without actually intending it, we broadened the scope of our experiment to 
include a very wide age range from fourteen to sixty. 

We also had in mind in the beginning to limit the patients to those with 
minor emotional disorders. But this, too, turned out to be unrealistic and 
impossible. Patients with minor disorders are hard to find. Those who sought 
out our services at the NIMH Outpatient Clinic presented by and large 
quite serious problems. We did attempt to screen out those who were overtly 
psychotic, or suicidal, and those who acted out in grossly antisocial ways. But in 
the agencies in which the students were placed for part of their training, we 
had no real control over the selection of patients, and even very extreme 
cases were occasionally encountered. The diagnoses of the patients seen under 
our own supervision ranged from “adjustment reaction of adolescence” to 
“borderline schizophrenia” and “psychosis in remission.” 
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A third kind of specialization which we had thought to impose upon 
our students was that we did not intend them to be diagnosticians or to do 
intake interviews. At NIMH one of the staff consistently saw all patients 
initially. But, again, in some of the community placements, initial interview- 
ing was part of the students’ job; and we therefore gave some consideration 
to this in the course work of the second year. 

The experiment was designed, then, to show whether and to what extent 
mature women could be trained within two years, less than full time, to 
function as psychotherapists in certain limited situations. The limitations 
which we envisioned in the beginning were widened considerably before the 
program was over. At the end of the training period, the question was wk 
they could work adequately under supervision as therapists in mental heaiih 
agencies such as community clinics w»th adolescent and adult outpatients. 

There was one limitation in the experience and training of our students 
which was not mentioned in any of our published reports on the project. This 
was the fact that most of the patients seen by our trainees during their train- 
ing period were middle-class people from suburban Maryland or from the 
almost suburban areas of the Districi of Columbia. This was not consistently 
the case. Some of the students worked for a time in agencies dealing primar- 
ily with the underprivileged, such as the Juvenile Court and the Federal 
Probation Service in the District of Columbia. A few people of minimal 
educational and occupational level found their way to the clinics where the 
students worked. But these were the exception rather than the rule. In our 
reporting of the numbers of patients, their ages, diagnoses, etc., nothing was 
included about class orientation. This is an interesting omission. It did not 
occur to any of us on the staff to make particular note of this factor or to 
consider its significance in the monograph which we wrote together. Today, 
only three years after the project was written up, it would be impossible to 
overlook this. In retrospect it seems that in this oversight we failed to mention 
one of the factors which contributed to the success of the program. We of the 
staff were a middle-class group working with middle-class students who were 
working by and large with middle-class patients. The principal instructors in 
the program had had most of their own experience with middle-class patients. 
We were teaching a very homogeneous group of students to work in a very 
familiar world, the world which we ourselves knew best. To what extent this 
limitation can be overcome is a matter for further experimentation. It was 
explored to some extent in the second pilot project in training mature women. 

The second pilot project, begun in February, 1964, and completed in 
February, 1966, used similar students but in a different task. The question 
here was whether mature, intelligent women could be trained in two years 
to counsel effectively with mothers of young children. The task was envi- 
.sioned as a preventive one. If emotional problems could be nipped in the bud 
in infancy or early childhood, there should be less trouble for all concerned 
later on. Whereas the middle-class mother has the pediatrician, the child 
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psychiatrist, the nursery school teacher, and other experts all within her ken 
and within her reach, the lower-class mother is often without resources for 
information and counsel. The idea of using the experience and talents of 
women like those in our first project, augmented by training, to produce 
counselors with a specialty in Child Development who would work primarily 
with underprivileged mothers originated with Dr. Reginald Lourie, Chief of 
Psychiatry in the D.C. Children’s Hospital. Under an NIMH grant, the 
D.C. Children’s Hospital Research Foundation and the Bureau of Maternal 
and Child Health of the D.C. Department of Health sponsored a second 
two-year training program with Dr. Lourie as Director and the present author 
as Project Administrator.^ Executive Training Director was Mrs. Margaret 
Stolzenbach, one of the graduates of the first pilot project. 

Recruitment and selection procedures in both projects followed similar 
patterns. Community leaders, women’s associations, PTAs, church groups, 
college clubs, and other organizations were informed that the programs were 
about to take place. Potential applicants were warned that these were experi- 
mental programs with no assurance of future employment, even if the training 
were successfully completed. In spite of this, there were approximately fifty 
serious applicants for the first pr''ject and one hundred for the second. 
Recruitment was by far the easiest aspect of both projects and demonstrated 
that programs of this nature fill a real need on the part of a large number 
of women. 

Selection was a more difficult task. In both projects eight students were 
to be selected. This number proved to be a good one for forming a group and 
did not make excessive demands on staff supervisory time. 

In both projects the people chiefly responsible for selection were also 
instructors in the program. We found this to be desirable in that the students 
thus selected were likely to be congenial with their instructors. Furthermore, 
the instructors felt a special responsibility for those whom they had them- 
selves selected. In both programs the instructors were well satisfied with the 
students. There is no way of knowing, however, whether the chosen candi- 
dates were actually the best of the applicants. 

In both programs each applicant was required to write an autobiography 
of about 1,500 words, in which she was to tell not only the major facts of her 
life but also how she saw her own development. She was then required to 
participate in some group procedures. This meant that groups of eight to ten 
applicants assembled to spend four or five hours with two or three staff mem- 
bers, who observed the applicants as they discussed several topics and asked 
whatever questions they liked about the program. One task required of each 

^ Dr. Samuel Schwartz, Chief of the Bureau of Maternal and Child Health of the 
D.C. Health Department was Co-Director of the project. Duiing most of the first se- 
mester the project administrator was Mrs. Minerva Boomer, who withdrew from the 
program for personal reasons. The other major instructors were Dr. Hillary Millar and 
Dr. Allen Marans. 
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group was to discuss a particular question and come up with a consensus. 
Another was to discuss a tape-recorded interview to which all had jus is 
tened. In the second project a task was introduced at the su^estwn o one 
of the graduates of the first which proved to be both enlightening .0 e 
observers and helpful to the applicants. This was to discuss how they would 
think and feel and what they would do if they were rejected. 
that the great majority of applicants was bound to be rejected, and the task 
provided them with an opportunity to air their feelings about this. It also 
provided the observers with an opportunity to see the kind an egree 0 

defensiveness which each applicant showed. 

On the basis of the autobiography and the group sessions it was l»ssible 
to eliminate over half of the applicants. The others were seen in individual 
interviews, usually by two different interviewers on segirate occasions. In the 
first project we also administered psychological tests. These were omitted m 
the icond project because they did not seem to add sufficiently to ffie other 
techniques to warrant the large investment in time required for their admin- 

istration and adequate interpretation. ,11. . * 

The group meetings held in advance of any individual interviews not 

only saved time in eliminating many applicants but also made the subsequent 
individual interviews more meaningful. The candidates came to the individ- 
ual interviews not as strangers, but as people who .lad already had some 
contact with the interviewer. Furthermore, it was particularly important to 
know how these potential students would function in a group because during 
the training they would be together a great deal and because their behavmr 
with co-workers in community settings would be crucial m their being able 

to function effectively. , . , r 

In both programs we were looking for the same kind of perran. We 

wanted a woman whose youngest child was already in school and whose 
family was willing to have her become involved in what would potentially 
become a new career, even though it would not necessarily imply fujl-time 
work. We asked specifically that applicants be able to schedule flexibly 
twenty hours a week outside their homes during the training years. We 
needed women whose families were geographically stable so that the training 
would be completed and some Tollow-up could be carried out. We wanted 
people of good general intelligence who were well-informed, conscientious, 
reliable, reasonably stable, and able to get along well with others. We looked 
especially for those who were undefensive and unpretentious, with a sense 
for psychological subleties. We were very little concerned with where or how 

they had obtained their formal schooling. <> u 

In both programs the average age of the successful candidates at the 

2 The students in the first project were Jane Donner, Anita Gamson, Leslie Hoge- 

Alison Shar^, ^^2 Ha^ir', 

bach. The students in the second project were Caroline SeeSS 

Margaret Howard, Helen Larson, Ann Salzman, Joanne Schulman, Shirley Seeman, 

Minna West. 
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time of selection was between forty and forty-four. One was widowed; all 
the others were living with their husbands. All had children; the average 
number was between two and three. Their husbands were all either profes- 
sionals, executives, or in upper management. Four of the candidates in the 
first group and three in the second had had more than two years of psycho- 
analysis or psychotherapy. Six in the first group and all eight in the second 
had had previous paid employment. 

The students in both programs were from quite similar middle-class 
backgrounds, but there was one difference in formal educational level. In the 
first project all the students were college graduates; three had advanced 
degrees. In the second, three of the eight had begun but had not finished 
college; one had an advanced degree. In the first project it had not been our 
considered policy to reject noncollege graduates. It had simply happened that 
the applicants whom we thought to be the best ones for our purposes all had 
bachelor’s degrees. It did turn out to be an advantage in seeking placements 
and employment for them to be able to say that they were all college gradu- 
ates, since this not only filled certain bureaucratic requirements but also 
carried with it the implication of a certain level of intelligence and sophistica- 
tion. In the second project we again had no fixed policy, but we did welcome 
the opportunity to test our hypothesis that a bachelor’s degree is not a neces- 
sary requirement for excellent performance in this field. The three students 
who had not finished college had more than made up for their lack of formal 
education by wide reading and inquiring attitudes, so that they were not 
distinguishable from the others in degree of intelligence, sophistication, or 
general information. During the training period the differences in number of 
years of schooling were quite irrelevant; in relation to employment it became 
another matter. 

The two projects will be discussed separately with regard to training and 
subsequent employment, since the pattern and purpose were different for 
each. 

In the first project the training program consisted of practical work and 
supervision at the National Institute of Mental Health; practical work and 
supervision in community agencies such as mental health clinic's; observa- 
tion of individual, family, and group therapy; lectures and seminars. These 
last included courses on personality development, adolescence, family dynam- 
ics, and psychopathology, as well as practical case-seminars. 

The training was narrow but intensive. It was sharply focused on psy- 
chotherapy, and all other instruction was subsidiary and related to this focus. 
This differentiates it from training for social work, psychology, and psychi- 
atry. Members of all these three professions engage in psychotherapy, but 
their education includes many other things. Our training was focused on this 
one goal. We did not try to make any sharp, or even dull, distinction between 
psychotherapy and counseling, but we tried to help our students to respond 
authentically and therapeutically without reference to any particular system 
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and to go as far as they could go in understanding the patient and the dynam- 
ics of the therapeutic relationship. The students were taught explicitly that 
there is no one right way to do therapy since it is an integral function of each 
one’s personality. They were also taught explicitly and allowed to see with 
their own eyes and hear with their own ears that their instructors were quite 
fallible and that they conducted interviews which were far from perfect. They 
could learn this by watching us through one-way screens and by listening to 
tape-recorded interviews. One of their instructors, early in the program, gave 
them something of the flavor of a continuing case-seminar by playing for 
them and discussing with them recorded interviews he was having with an 
adolescent boy. This was a case which was not going well, and he purposely 
let them in on his puzzles and struggles with a difficult patient. Participating 
in the program were psychoanalysts, psychiatrists, psychologists, and s^ial 
workers, all of whom thought in dynamic terms anil held quite broad, undog- 
matic points of view. No one was an evangelical disciple for a particular 
school of thought. Eleven people altogether had some part in the instruction. 
This sounds like a huge staff but was actually roughly the equivalent of two 
full-time people. 

Since we expected our students to be primarily practitioners, it seemed 
to us obvious that the training should be first and foremost practical. The 
actual work of interviewing .. gan for them within three weeks of the start o 
the program, before there war, any formalized teaching of theory. We wanted 
them to build up their concepts on the basis of concrete experience and not 
to try to fit their experience into predigested concepts. We thought that an 
initial theoretical indoctrination might result in “psychologyzing” or auto- 
matic responses, whereas we wanted our students to listen to each patient as 
a unique individual rather than as a member of a diagnostic classification. 
We wanted them especially to be aware of their own emotional reactions to 
the patients. Therefore, we put little stress on theory and postponed any sys- 
tematic teaching of it until the second year. 

It was part of our philosophy that the teaching was to be nonteachmg or 
unteaching. We were going to plunge the students into the waters of con- 
frontation with another person and let them find out for themselves how to 
keep afloat. Swimming strokes could be perfected later and each student was 
to have her choice as to which stroke she would prefer. But there were going 
to be plenty of observers around to rescue both patient and student in case of 
need. As a matter of fact, it never happened that a patient had to be rescued 

from a student. i u • u 

The practical work of interviewing patients, which was done both m the 

NIMH Outpatient Clinic and in various community agencies and institu- 
tions, was usually on a once-a-week basis. All the interviews at NIMH and 
many in the community placements were tape-recorded. This permitted the 
supervisors to know exactly what was going on; and in the beginning, a part, 
at least, of each interview was listened to by one of the instructors. Later on. 
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as the number of interviews by each student increased, this was obviously 
impossible; but throughout the program, the two principal instructors took 
home tapes and listened to them over weekends. Discussion of the tapes took 
place in both individual and group sessions. Taping occurred f’-om the very 
beginning and was taken so much for granted that it almost seemed as if an 
interview was incomplete if it were not taped and shared with fellow students 
or an mstructor. 

The total program and the students in it were evaluated in a number of 
different ways, of which only two will be mentioned here. At the end of the 
first year two series of the students’ tape-recorded interviews were sent to be 
assessed by four raters from outside the Washington area who, without 
knowing anything about the program or the background of the trainees, 
agreed to do blind ratings on a five-point scale of the tape-recorded interviews 
and of the trainees’ autocriticisms of the interviews.^ The ratings averaged in 
the middle range of the scale, which represented satisfactory performance. 

At the end of the second year a panel of three outside examiners was 
invited to come to the NIMH for three days to evaluate the program. They 
were Dr. Lotte Bernstein, Director of the Child Guidance Clinic in Louis- 
ville, Kentucky, and a former member of the Berlin Psychoanalytic Group; 
Dr. Robert Gibson, Medical Director, Sheppard and Enoch Pratt Hospital, 
Towson, Maryland; and Dr. Julius Seeman, Professor of Psychology, George 
Peabody College for Teachers in Nashidlle, Tennessee. The examiners lis- 
tened to a raped interview by each trainee, read a case report, and examined 
each one for about an hour. Each examination included role playing of a 
patient by Dr. Seeman, while the trainee was the therapist. The ratings of 
the trainees by the examiners were gratifyingly high, as was also the degree 
of agreement among them. They stressed particularly five points. 

First, they were impressed by the degree of commitment to the work, 
which they felt to be greater in this group than in the average professional 
group. 

Second, they found in these women a striking lack of defensiveness 
which they attributed to the training. (We of the staff thought that this 
resulted in part from the early and consistent exposure of themselves to us 
and to each other through the discussion of the tape recordings and in part 
from our own exposure of ourselves to them.) 

Third, they stiiessed what they felt to be a strong point in the training, 
namely that “it kicked over the traditional traces of giving a long string of 
academic work ahead of time and then building up to a little bit of practice.” 
This program gave a great deal of practice first and later a little theory so that 
the trainees built up their abstractions on the basis of concrete experience. 

Fourth, they thought that the women had a strong sense of group iden- 

3 We ate indebted to Dts. Roy R. Gtinket, Jr., Leroy P. Levitt, and Melvin N. 
Seglin from the Michael Reese Hospital, Chicago, and to Miss Nea Norton, Assistant 
Professor of Psychiatry, Yale University, for their help in this part of the evaluation. 
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tity which had served them so far and might continue to do so in place of a 
conventional professional "union card.” 

Fifth, they were struck by a fact which the women themselves stressed, 
namely, that they did not have to rely on this, program and on their success in 
it for their major sources of security either economically or psychologically. 
They had their families and their places in the community quite apart from 
the success or failure of the project. This seemed to everyone to be an 
advantage. 

Immediately upon graduation every one of the students was offered at 
least one job. Most of them were in agencies or institutions in which they 
had had placements during the training period. During the first year, four 
were employed in mental health clinics; two in hospitals; one in a school; 
one in a college. All were engaged in therapeutic interviewing of patients. 
Since then, five have changed to other jobs which were more desirable in 
terms of money, location, or kind ef work. 

In March, 1966, almost four years after their graduation, all eight of the 
original students are still employed in the greater Washington area. All are 
working at least half time; six are working full time. Five are employed in a 
mental health clinic or center; one on an NIMH experimental ward; one in 
a university counseling center; one in a college. Most of them, encouraged 
and often urged by the agencies where they are employed, have broadened 
their spheres of activity. To their original training in individual therapy with 
adolescents and adults, they have added group therapy and child therapy, 
intake work, administration, teaching, and consultation. Most of them have 
participated in workshops and institutes or taken courses to increase their 
knowledge and skills. Their salaries are considerably higher than when they 
began at a full-time rate of $5,000 a year. They are valued members of the 
professional staffs in the agencies in which they work. 

A three-year follow-up study carried out by Drs. Thomas Magoon, Stuart 
Golann, and their co-workers from the University of Maryland gave a gener- 
ally very favorable picture of the counselors as they were seen by employers, 
supervisors, and co-workers in their places of employment (Golann, Breiter, 
& Magoon, 1966; Magoon & Golann, 1966).^ 

The second project, as envisioned by Dr. Lourie, had a different task and 
a different area of specialization. The group of people with whom the trainees 
were to counsel were to be mothers, and sometimes fathers, of young children. 

This study will be reported in detail in a monograph which is in the process of 
publication. Partial reports were made at the Annual Meetings of the American Psycho- 
logical Association and are abstracted in the following issues of the American Psycholo- 
gist: Vol. 18, 1963, p. 404 (a): "Non-traditionally Trained Counselors-Psychotherapists 
—Their Training, Employment Progress and Perceived Employability”; Vol. 19, 1964, 
p. 567 (a): "Evaluation of Mental Health Counselors after Two Years of Employment 
and Implications for Counseling Psychology”; Vol. 20, 1965, p. 525 (a); "Employment 
Progress of Non-traditionally Trained Psychotherapists: Three Years of Follow-up Eval- 
uations.” 
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especially preschool children. They were to be primarily from the under- 
privileged parts of the community. The goal of the work was to be prevention. 
The settings in which the work was to take place were to be first and fore- 
most the child health clinics of the District of Columbia to which mothers 
bring their children for routine immunization and general checkups. Other 
situations in which mothers of young children gather were also to be used, 
such as nursery schools or day-care centers. These settings are not mental 
health clinics where people come asking for help with their emotional prob- 
lems. The job of the counselor in such settings is a different one from that of 
the therapist in the mental health clinic. The area of specialized knowledge 
of the counselors in the new project was to be that of child development, and 
during their training they were called Child Development Counselors. 

The major difficulty in this program was the definition of just what the 
counselors were to do. Definition is a difficult matter altogether in the mental 
health field. In the first project we avoided it as much as possible. But it was 
possible to demonstrate to the students by example what they were expected 
to do. They had ample opportunity to find out by observing through one-way 
screens and by listening to tapes what experienced therapists did. While they 
learned in this way that no therapist is perfect, they also found some live 
models which served a useful purpose for as long as they were needed. 

In the child health clinics of the District of Columbia no one was doing 
the kind of counseling we were asking our students to do. Occasionally they 
were able to observe at Children’s Hospital a competent and experienced 
pediatrician examine a baby, interview the mother, and talk with her about 
the baby’s developmental difficulties. They found this helpful to a degree but, 
as they were quick to point out, they were not in the position of the pedia- 
trician, who started with an examination of the infant and went on to 
intersperse medical advice with questions regarding the total family situation. 
In the child health clinics the pediatricians and nurses were too busy with 
their large caseloads and their own specific roles to have time to do the kind 
of counseling we wanted our trainees to learn. This was in fact the reason 
why the project had been started. There was a need for someone to listen to 
and offer counsel to the mothers in these clinics, but the traditional personnel 
had neither the time nor the training to do this. The trainees in the second 
project not only had to learn a skill which was new to them but had to forge 
a place for themselves and create a role which was new in the settings in 
which they worked. 

At the same time they had to learn the language of people who came 
from a background quite different from their own. They were faced with 
problems which were not the ones with which they were familiar in their own 
families and in those of their neighbors, namely, the problems of dire poverty 
anu family disruption. Good advice about techniques of feeding, weaning, 
toilet training, etc. often seemed meaningless when the family was about to 
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be evicted or when none of the various fathers of six children in one family, 
all under eight years old, was to be found to pay for the groceries. 

Another source of frustration which the students met was t e ac^ o 
understanding of what they were there for which they “counterrf mmal y 
on the part of both patients and some of the clinic personnel. While this was 
tar from true in aU cases, it was in some, especiaUy in the beginning, in spite 
of efforts on the part of the staff to smooth the way for the students. 

It was little wonder that the trainees felt discouraged and that the task ot 
.,^ ,• ■.,- 0 and learning was a difficult one, mote difficult than in the htst 
protect. Nevertheless all eight women completed the course to the satisfaction 
of their instructors. Having complained bitterly that they did not know what 
they were doing, they nevertheless succeeded in creating a valued role iot 

themselves in the settings in which they were placed. 

The fact that they and their instructors were midde-class ^ople attempt- 
ing to work chiefly with patients from a different socioeconomic and cultural 
background presented difficulties which were not easy to overcome. But m e 
course of their two years' experience the students did come to ^ mucn more 
comfortable and much more competent in their contacts with P^t^ents. In 
other words, they learned to do something which the students in the hrst 
program did not learn. They did not, however, have the practice and acquire 
the skills and experience in long-term counseling that the students in the first 



^ The two programs went in different directions. The work in the first 
afforded greater immediate satisfactions. This is one explanation for the act 
that the students on the first project put in more hours in practical work than 
was required of them, so that we considered the program to be the equiva en 
of a year and a half of graduate work. On the second project we limited the 
total scheduled time to twenty hours a week in order to demonstrate that in 
two years half-time, that is, in the equivalent of one year of graduate vfotk, 
we could train Mental Health Counselors in a particular specialty. This 



was, we think, demonstrated. ^ 

The training, as in the first project, was first and forem^t practical. In 
the second week the students began as observers in the child health clinics, 
and in the fourth week they were interviewing and taking histones on new 
mothers. Later on they saw mothers who were either referred by the clinic 
staff or who were invited by them after some initial contact in the waiting 
room to continue the discussion in their private offices. The interviews focused 
on a wide variety of topics. In over one half of them socioeconomic factors, 
such as lack of housing, clothing, employment, or education, played a major 
part. Marital or other family discord was a frequent complaint. Problems 
centering on children included physical complaints such as malnutrition; 
psychological difficulties, including mental retardation or poor schwl perlorm- 
ance in older children; emotional and social problems such as oyerdependency, 
overaggressiveness, fearfulness, and a frequent complaint of “badness. Ihe 
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trainees found that one of their chief functions was that of referral to appro- 
priate agencies for further help. These included psychiatric clinics; but more 
often they were welfare agencies or clinics for special disabilities, such as 
speech or hearing. While keeping in mind that their goal was prevention of 
future mental and emotional disorders in the young preschool children, the 
trainees found themselves faced with such urgent social and emotional prob- 
lems in the parents and older children that these often had to be dealt with 
before either the mother or the counselor could be free to think of the much 
less pressing problems of the infant or two-year-old, which the mothers often 
did not even perceive to be present. Some of their instructors emphasized the 
need for concentration on the area of child development. Others encouraged 
them to handle whatever problems arose to the extent that they could. 

Most of the mothers interviewed in the clinics were seen by the trainees 
only once. As time went on those students who had been fortunate enough 
to be assigned for two years t^> th J same clinic began to build up a “caseload” 
of people who came back to them either in connection with the child's next 
routine visit or, on special occasions, without the child for the purpose of 
continuing the counseling interviews. It is clear that from these cases the 
trainees derived their greatest gratification. And it is from these cases, too, 
that we have some idea of how much impact the counselors had. 

In addition to the practical work in the child health clinics which consti- 
tuted the backbone of the program, the trainees had other field placements in 
the second, third, and fourth semesters. These included two semesters for 
each trainee in a nursery school observing children, counseling with mothers 
who requested it, and consulting with teachers. Other placements in the 
fourth semester included maternity clinics, family and child service agencies, 
and neighborhood centers. 

In addition to the practical work, the training included case-seminars 
and individual supervision. Didactic courses, spread over the two years, cov- 
ered quite thoroughly the areas of normal child development, physical and 
psychosocial, with special stress on the early years; general personality develop- 
ment reaching into adulthood and including deviations from the normal, 
community resource and background studies of the District of Columbia. 
Briefer courses touched lightly upon many special topics; for example, mental 
retardation, family dynamics, techniques of school consultation, psychological 
testing, prenatal care, and frequently encountered medical problems of young 
children. 

It is clear that the students .n this program were subjected to many pulls 
and tugs from both patients and staff. They often protested vigorously. At 
the end of the two-year training period they demonstrated a remarkably flex- 
ible, practical approach to the problems which they encountered. They were 
not much concerned about what may be considered to be the proper tech- 
niques of interviewing. They were very alert to see what works and what does 
not and to learn from experience. Since they knew that they would be limited 
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to not more than a tew sessions with eaeh patient, they aequted a great deal 
of skill in making meaningful contaets in a single 

to waste time, to risk interventions whieh went to the heart of the patients 
worries and to concentrate on one significant area. , , 

No attempt was made at the end of the training period to 
student, as it was done in the first project. There was first of a 1 the pratt cal 
"hat we were unahle to get tape recordings in the clinics so that ths 

avenue of evaluation was closed. Even mote important ", 

the part of the staff that there is no model by which to judge these students 
-rfSanc Tl^m is no way to assess adequately the effects they have had 
SThrpat ents. I. would indeed be asking too much even of an expem 
S SeLonal to produce results in a brand new situation worhng My 
rlra week in each setting. We have, therefore leh the formd evduat.™ 
for the next years when the student will actually be employed. We 
mpt^ howe/er, that the physicians in charge of the chnms m wh^^^^^ 
traces worked during their last semester were unanimous in W 
"the slices the trainees had rendered. All of them wished thaMhe 
trainees could continue to be assigned to them as full-fiedged counseloire. T j 
"so discriminating in their understanding of the " 

stvles and gifts which the eight trainees demonstrated. Further, the nursery 
sA^l tlLs to whom the sludents had been assigned earlier in the program 
a^ed that the trainees had all performed competently and usefully in observ- 

ing children and counseling with mothers. _ iqa^; « Mental 

Seven of the graduates started work part time in March, 196 , 

Health Counselors in the Bureau of Mental Health of the 

Health Department. They will work in child health i ^ 

whpre they will counsel with mothers and continue to find for 

they can function. One of the seven accepted a second 

p!;l.re jol :s a counselor in a daycare center. Two others continued traim 

L nart time in agencies which may later find them useful “ . 

eiSi‘th was employed as a Mental Health Counselor in the Well Baby Clinic 
ofihe aildmn’s’^Hosptol. It seems to us likely that after a few yearn of 
clinical experience these women will find themselves teaching, consu g, 

and administering, as well as counseling. 

In arranging for the employment of these trainees *c matte then 

formal education prior t6 the project became an acute prob e ^ J 

to be employed in the civil .service system, which has its own categones_ 

Although the project staff thought that competence as counselors in child 

dLelopment in tWs group of eight was ^rrelated neither 

tively with years of formal schooling, the requirements of 

Sg of thL with bachelor’s degrees much si^er ^n of th^ without 

S with the question of whether they could be hired a. all came the 

5 This evaluation will be carried on by Eluatt Golann, Ph.D., of the University of 
Maryland and his co-workers. 
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question of whether they could be hired at the same grade. The emotional 
stress which this caused in the group can be imagined but is not in itsel 
important. They all survived the strain. The decision was that they could all 
have the same salary (approximately $5,000 per year full time) and the same 
grade (5), but those with degrees would be classified in the professional 
series; those without, would not. They are, however, «11 expected to do the 
same kind of job. It is no doubt impossible to create any system on a large 
scale, like the civil service, which will be just to all individuals. 

The experiment demonstrated that a college degree is not a necessary 
prerequisite for training as a Mental Health Counselor. The trainees who had 
only one or two )3ars of college were as active and full participants as those 
with some graduate work. From the point of view of function, graduation 
from college is an irrelevant fact; from the point of view of fitting into the 
existing system, the discrepancies in formal schooling created considerable 

difficulty. , . c 

The official classification of at least five of the eight trainees as prote^ 

sionals in the civil service system has been a source of satisfaction to the staff 
of both projects, who have consistently maintained that their students were 
being trained not as technicians or subprofessionals, but as professionals. By 
this we meant that in both programs the students were exposed to a variety 
of theories and practices with the purpose of helping them ultimately to find 
their own way. They were not expected to follow directions according to a 
set method. They were to adhere to high standards of ethics and of inde- 
pendence of thought. There need be no fear that these trainees will uncriti- 
cally and gullibly go along with unsound theories or untried practices. Typical 
of all of them is the comment of one who, having attended a large profes- 
sional meeting, noted that mutually contradictory claims for various thera- 
peutic techniques were being made with equal dogmatism, one just down the 
hall from the other. She wondered h'>w people could be in a field for so many 
years without realizing the unsoundness of such oversimplified statements. 

The program^ just described have often been referred to as training of 
lay persons, or of volunteers, or of subprofessionals or nonprofessionals. If 
they have contributed to an interest in the greater use and development of 
people in these categories, it is a source of satisfaction to their authors. But 
the programs themselves have not been devoted to this task They have 
addressed themselves to the shortages at and near the top. While we experi- 
ment with the use of the indigenous worker, the teacher s aide, and the tech- 
nicians of various kinds, we should not forget that there is an equally great 
need to add to our supply of trained “first-rate hearts and minds to guide our 
ever more complex society” (Michael, 1965, p. 284). We have learned at last 
by turning our attention to the underprivileged that when there is little or no 
opportunity, there will be little or no ambition, that when there is no outlet 
for the use of skills, the skills will not be developed. The same is true for the 
mature woman with her largely unused capacity for intellectual and emo- 
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^ The projects have demonstrated that „ 3 „,„y 

level can te 6M by of some aspects of pres- 

r;:^fess Jal « may 

unexploited resource that ts available for h.^ eve^, n 
But there are also factors operating »g»”; “J ® k who lack 

present system fear that shorter, "“"“‘’‘“if. “^requiL tag, traditional 
the usual formal prerequiates to o jo s ^ ‘ (he destruction of 

professional training will be an opening g ; je„tandable 

L high standards for which they have fou^‘ ^ daimed, to 

feat. Nontraditional training pto^ana w i , 

prepare people to work as professionals ^ d„„e, and it 

Ld must provide their own safegumds again manpower shott- 

“”^emletp"L“theCSUItrfiell while providing an avenue of 
gL^and devdopment to mature women seeking second careers. 
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NEW MANPOWER FOR MENTAL 
HOSPITAL SERVICE' 

Richard Sanders 

Philadelphia State Hospital 



Introduction 

There is a continuing and growing shortage of professional man- 
power for mental health services. Public acceptance of mental health serv- 
ices has increased to the point where a larger proportion of the population 
is now seeking help. The Manhattan Study CSrole, Langner, Michael, Opler, 
& Rennie, 1962) indicates that an even greater proportion is in need of help. 
The shortage of professional mental health personnel becomes critical when 
considered in terms of ihe rapid rate of population growth and the antici- 
pated population explosion. Indeed, even now the manpower shortage is so 
great as to result in gross deficiencies in mental health services. 

George Albee (1959) in his study of Mentd Health Manpower Trends 
relates the shortage in mental health manpower to the shortages in profes- 
sional manpower in general. He contends that our system of secondary and 
higher education fails to stimulate sufficient numbers of bright young people 
to seek professional careers. He attributes this to anti-intellectual, anti-educa- 
tional, and antiprofessional social and cultural values. Our society rewards 
private initiative and individual enterprise. The makers and sellers of goods 
reap greater financial rewards than those who offer a professional service. Not 
only are the rewards greater for the entrepreneur but his investment of time 
in education is considerably less, and he reaches high-level earnings much 
sooner. 

What then are the inducements to enter the professions? When one 
considers that it takes twelve years of post-high school training to become a 
psychiatrist, ten or more years to become a psychologist, and seven years to 
become a social worker, it is understandable that so few are sufficiently moti- 
vated to enter these mental health professions. Furthermore, in view of the 
increasing competition between private and public organizations for the 

1 The author is indebted to Bernard Weinman, Ph.D., for his critical review of the 
contents of this chapter and his help in preparation of the manuscript. 
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already short supply of mental health personnel, it seems that there will 

never be enough manpower for public ser/ice. , , „ , , i i 

The state hospital, the “stepchild” of the mental health iield, cannot help 
but be affected by the scarcity of professional personnel. Low salaries and 
poor public image hardly help the state hospitals to compete for professiona 
persoLel. So long as custodialism was the prevailing ethos in the mental 
hospital, the need for professional personnel could be minimized. Tradition- 
ally^in state hospitals, professional penionnel fulfilled “gatekeeper functions 
such as admissions, transfers, and discharges, while the nonprofessional^ the 
attendants, canied out the bulk of the custodial functions. Following Worid 
War II, with the advent of the somatic, chemical, and psychological therapies 
and recognition of a more favorable prognosis for the mentally ill, a email 
was created for more humanistic and therapeutic regimens for patients. Ihe 
state hospital, in the face of an already short supply of professional personnel, 
was ill prepared to share in this new Zeitgeist of more humanistic, rehabilita- 
tive services. . , 

In an effort to meet the public clamor for more humanistic treatment, the 

state hospital attempted to mobilize the therapeutic potential of its least costly 
and most available employee-the attendant. The attendant, however, is already 
so heavily burdened wih custodial functions that he has limited time available 
for therapeutic services. Furthermore, the rewards for psychiatric aide work 
are usually so poor that those choosing this type of employmen^ave been 
reported to be only marginally employable and poorly educated. This type of 
background limits the degree to which these people can assimilate and apply 
specialized training. Although considerable effort is being invested in upgrad- 
ing the training of the attendant to effect a greater therapeutic impart on the 
patient, this caliber personnel offers limited hope of adequately fulfi mg t e 

therapeutic needs of the state mental hospital. ^ ^ 

Quite obviously, if the large institutionalized patient population is to be 
adequately treated, manpower must be drawn from sources other than existing 
hospital personnel. These new personnel should not be expected to function 
in the established, highly specialized roles of the existing mental health pro- 
fessions, but rather in new roles that will maximize the therapeutic potential 
of the hospital. These roles, then, must encompass a treatment function and 
must be designed to serve the large numbers of patients currently untreated 
and languishing in hospital wards. 



SOCIOENVIRONMENTAL THERAPY 

A treatment approach which has been found to be both promising 
and appropriate for the large state hospital population is socioenvironmental 
therapy. Unlike traditional hospital care, which tends to stabilize patients in 
custodial routines, socioenvironmental therapy is designed to activate social 
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behavior through democratic, humanistic treatment and interpersonal activi- 
ties. 

Socioenvironmental therapy has its antecedents in the “total push” treat- 
ment introduced by Myerson (1939), the “therapeutic social club” and “situa- 
tional therapy” of Bierer (1942, 1951, 1959), the “therapeutic community” as 
conceived by Jones (1953), the principles of group treatment advanced by 
Bion (1961), and the application of these principles to comprehensive hos- 
pital programs for psychotics by Greenblatt, York, and Brown (1955). Meyer- 
son stressed activation through forced participation in activities. Bierer at- 
tempted to restore the patient to social responsibility and competence through 
self-governing social groups and involvement in controlled social situations. 
Jones, working with sociopaths, extended the concept of the therapeutic 
social club to total community life. He emphasized democratic living, self- 
government, and confrontation with reality. Bion utilized group interaction 
and group forces as the therapeutic agents to effect productive behavior. 
Greenblatt demonstrated the therapeutic value of reorganizing the mental 
hospital and its wards in accord with social treatment principles. Socioen- 
vironmental therapy, today, consists of an extension of composites of these 
ideas applied to ward programs, day hospitals, open hospitals, and aftercare 
centers. In general, the reports on the effectiveness of such newly developed 
programs have been favorable. 

SOCIOENVIRONMENTAL TREATMENT OF 
CHRONIC MENTAL PATIENTS 

For the past seven years the Psychology Department of the Philadel- 
phia State Hospital has been concerned with the development of socioenviron- 
mental programs for chronic patients and with the evaluation of the 
therapeutic effectiveness of different forms of this treatment. In view of the 
characteristic isolation and withdrawal of chronic psychotics, social interaction 
was considered the major treatment variable. The social treatment programs 
designed to induce, augment, and manipulate appropriate social behavior 
included three major components, namely, a social milieu, rehabilitation skills 
and content, and a corrective experience. 

The social milieu, or therapeutic community, was established by modify- 
ing the physical environment of the state hospital to approximate that of the 
extramural community, changing staff attitudes to attain a more optimistic 
view of the chronic patients’ potential for recovery, encouraging free com- 
munication among patients and between patients and staff, introducing pa- 
tient social organizations to permit the emergence of spontaneous social 
behavior, and establishing patient government to permit patients to be more 
instrumental in determining and managing their daily lives. 

The physical environment of the state hospital was changed to approxi- 
mate more closely the extramural community. Patients were moved from large 
dormitory-type buildings to smaller buildings with private rooms. Males were 
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room. One of these private rooms ^tved a » ^ , Revision set 

comfortable living room m each ^ j„om and had 

and reading materials. Every j^tien females were housed in 

complete responsibility for the daily car 

a Jger, three-story buiW e ^ n^e second and third fl«.rs 

space for project personnel. Th p S ^^^lers slept two 

varied in size so that some patients a p There was a lounge on 

to a room. The maximum bed capacity was th y ^ 

the second a«ir. and another on th^ — were 

patients redding in jhe building. In m» -P 
Similar to those for the males. All patients w 

a dining hall operated an hospital was the promulgation of both 

A second modification of the sta p 3 therapeutic 

staff and patient attitu es regularly with the nursing personnel 

community. Staff meetings we g designed to foster 

immediately involved in patient car . rehabilitated through social 

the attitude that chronic to assist patients 

interaction. At *“0 ”oenn^, « ^o^^unity. Among paHents, the 

in assuming responsibility tor the „„„.unitv was generated through 

feeling of responsibility for their soc „,eetings conducted by staff 

individual conferences and regular y J ^ ^ therapeutic community- 

members. In "J,r 3 ttw- paB-ts and staff-was 

free communication among pa 

attained. , , i nf the therapeutic social living situa- 

A third factor in „™nizations. The purpose of 

tion was the iniuation of a vat y groups within which 

these organizations was to provi Accordingly, attendance was vol- 

spontanetms social ^ S|y parBes fnd regularly held meet- 

untary and participation m Railroad^Club and a Personal Grooming 

ings of social elute su* . a Alumni 

Club, were available to all patients. jgave the hospital and 

Club, was open both to patients who V V ^ ^ ^ ^ familiar and 

those who had already been dtschar^d of adjustment to the 

"TiS- “rsr 

establishment of patient “Xr cottage management, and by 

by granting the paBents the ^ ^ 

establishing the modes of interact.on g^ei^tive officets conducted 

elected execuBve officets and a coun ^ y discussion and action. 

meetings, at which patie^c^ld^^^^^^ 

PaBents took responsibility for the conduct o 
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cottage management such as the organization of housekeeping details, schedul- 
ing of wake-up teams, and regulation and scheduling of the use of cottage 
facilities such as showers and television. Elections were held at sufficiently 
frequent intervals so that almost all patients were able to become involved in 



leadership functions. 

Rehabilitation skills and content were provided in a structured group activ- 
ity program, consisting of group tasks varying from simple recreational pur- 
suits to complex, community-centered activities. Training in the repertoire of 
social behaviors necessary for everyday living was available in a special set of 
group activities. Through discussions, practice, and trips to the community, 
patients were instructed in personal grooming, preparation of meals, repair of 
clothing, budgeting, use of transportation and communication facilities, and 
other community resources. In addition, these activities also provided training 
in the basic requirements of interpersonal relations, the essentials of etiquette, 
meeting and interacting with people in new situations, and means of dealing 



with interpersonal stress. 

A corrective experience v/as provided throughout the program in individ- 
ual counseling sessions, group activities, and daily life experienres. T^e 
emphasis was on providing pressure toward increased interaction, reinforcing 
socially adaptive behavior, discouraging and modifying maladaptive behavior, 
and helping patients to develop more appropriate ways of coming to grips 
with the problems of everyday living. To accomplish these goals, techniques 
which focus on the behavior of the individual and/or the group processes 
were utilized. 

The results of the study of the therapeutic efficacy of these programs 
(Sanders, Weinman, Smith, Smith, Kenny, & Fitzgerald, 1962; Sanders, 
Smith, & Weinman, 1967) indicate that socioenvironmental treatment does, 
indeed, improve the social functioning of most chronic patients and has par- 
ticular utility for the older, more chronic patients who show more favorable 
psychiatric adjustment and heightened release rates as a consequence of this 
treatment. 



New Personnel 



The. question arises as to which type of personnel should be trained 
to utilize the techniques of social interaction therapy. In the Philadelphia 
State Hospital Project,^ personnel from all hospital disciplines were trained to 
conduct social interaction therapy. Five years of experience in the training 
and evaluation of these personnel has made it clear that none of the existing 
disciplines is fully equipped to practice social interaction treatment without 
additional training. It is also apparent that a fairly broad educational back- 



2 The programs to be described have been supported by two NIMH OM- 

126 Rehabilitation of the Chronic NP Patient: A Pilot Study (1958-1965); MH-8210 
Training New Workers for Social Interaction Therapy (1963-1968). 
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ground is one prerequisite for successful learning and application of the 

concepts of social interaction therapy. , j. „ 

Social interaction therapy has several requirements: an understanding 
of abnormal behavior, proficiency in the use of activity skills and group tasks 
to stimulate interaction, knowledge of the educational content necessary o 
reorient the institutionalized patient toward extramural living, familiariy 
with the therapeutic aspects of a social milieu, and finally, the ability to util- 
ize group and individual techniques to modify maladaptive behavior and 
provide more adaptive ways of dealing with interpersonal situations. 

Personnel having the background for becoming good s^ial therapists 
might be drawn from the already depleted disciplines of psychiatry, psyc o - 
ogy, social work, occupational therapy, and nursing, but their recruitment hr 
supplementary training in social interaction therapy wouW serve to deprive 
patients of sorely needed specialized professional services. Ue most numerous 
personnel available are the attendants and the activity aides. Although some 
of these are uniquely suited to become social therapists, the majority is not o 

a caliber appropriate for such training and service. . i i i 

In view of the apparent necessity for a fairly broad educational back- 
wound as a prerequisite tor training in socioenvironmental therapy, the col- 
lege graduate seems to be the most suitable candidate tor this training. 
Hopefully, he can be trained in a relatively short time period to provide the 
generalized therapeutic services which constitute socioenvironment^ therapy. 

The Commonwealth ot Pennsylvania has long felt the 
therapeutic services and new personnel to provide such services. The use ot 
college graduates as mental health workers in state institutions was farst 
explored in a Technical Assistance Conference in March, 1%2. In June, 

1962 the Director, Bureau ot Mental Hospitals, Department of Public Wel- 
fare, ’approved the proposed Philadelphia State Hospital plan for recruiting 
and training college graduates tor socioenvironmental treatment In Jul^ 

1963 the National Institute of Mental Health awarded the Psychology 
Demrtmet-t of the Philadelphia State Hospital a grant to train approxi- 
mately thitt mental health workers in socioenvironmental treament -ecn- 
niques. The’ training program was under way in January, 1964, after a ttam- 
ing staff had been selected, the course content had been determined, and the 
six most qualified applicants had been appointed. 



The Training Program 

The following ate the goals of the training program; to orient college 
graduates, novices in the mental health field, to mental illness and mental 
Lspitals; to instill in them humanitarian attitudes toward mental illness; to 
train them in the special skills necessary for social interaction therapy; .and 
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finally, to prepare them to deal effectively with other mental health 
in esmhlisWng programs of social interaction treatment on hospital wards. 

The training program designed to facilitate the attainment of t ^se goa 

nowll^ludes fivfcou'rses: PerLality Theo^, 

ment; Group Dynamics; Social Institutions; Activity Skills; and S 

““ue'Torse in Personality Theory, Psychopatholo^, and Treatment is 
divided into three phrases. The first phase reviews the developmental se_ 
Juence and focuses on the type of object relations 

critical period, as well as on the dynamics of interpersonal behavior^ The sec 
ond paft focuses on psychopathology and reviews 

resaring the biological, biochemical, physiological, psychological, and soci 
finality malfunction. In the third phase, current treattnent pr^ 
^fr^res including Lmatic, chemical, psychological, and socioenvironmental 
arp discussed and evaluated. 

The course in Group Dynamics consists of two parts: ^ 

ongoing self-evaluation group, and a didactic course m the theo^ and conce^ 
tioL of group life. The first-hand experience of being part of a group t^t 

studies itself aids the development of the ® TTie'audy 

feelings and to the feelings of the other members of the group, m study 
group^utilizes the group situation as a teaching device and deals with anxiety^ 
froJing areas of group life. The historical antecedents of the students o™ 
adjustments and defenses are not investigated. The student " 

group's defenses against anxiety and on his own contribution to the group 
f tocess. In this manner the student gains insight into the technique, thro^ 
which individual and group behavior are modified by g'™P [ 

didactic course which follows the study group is then utih^d '» F^e a 
theoretical framewotk for the study group experience and a broader range of 
approaches to the use of groups in the modification of behavior. 

The course in Social Institutions is designed to give the trainee first 
hand experience with the therapeutic programs of the hospital. This includes 

arortoaL to each of the h^' -vi^ ^"^;rZZnZ 

day per week during the first six months of training in assisting th 
SmLs in conducting their specialized therapeutic services. Following this 
;Xl experience the'student'is presented didactic -«rial c„ h 
Impact on the mental patient of social institutions such as the family, the 

community, the ward, and the hospital. 

The Ltivity Skills course is designed to teach the trainees the general 
skills necessary to help patients develop and execute group projects. The com 
en oT h course indides arts and crafts, rerreation, sewing, cooking, and 
budgeting. The course presents the mental health worker with a general 
background of activity sM-W A .n " 
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music therapy can be used to enrich the hospital therapeutic program. Instead 
of providing only didactic training in the arts and crafts, the classes are con- 
ducted using group techniques similar to those which the mental health 
worker will utilize in conducting patient activity groups. This teaching pro- 
cedure gives immediate application to the skills learned. 

The course on Social Interaction Therapy is fundamental in preparing 
trainees to conduct social treatment with groups of chronic patients. This 
course provides practice in using group process to improve interpersonal 
behavior and to correct maladaptive responses, in teaching mental patients 
how to live in the extramural community, and in structuring a ward environ- 
ment into a social milieu. As a first step in this course, trainees under super- 
vision conduct activities in an established program at the Rehabilitation 
Center. As group leaders for these activities, the)' are guided by the level of 
social behavior manifested by patients and provide the patients the support, 
encouragement, and assistance needed to progress from rudimentary inter- 
personal responses to the social complexities of group participation. Through 
group leadership, trainees learn to utilize the group for setting goals, for 
making decisions, and for helping to solve interpersonal problems between 
group members, and thereby correct maladaptive behavior and enhance social 
adjustment of group members. 

Following supervised experience in the conduct of activities in the ongo- 
ing program, trainees move to a back ward where few if any programs are 
available. Here the task consists of selecting an appropriate sample of patients, 
structuring a therapeutic milieu, establishing a program of activities espe- 
cially suited for the population selected, implementing and conducting the 
program activities, and integrating the members of other hospital services into 
this program. To date, this type of experience has led to the establishment of 
two levels of programs on the back wards: a patient government program for 
higher level patients, and an activity program for more regressed patients. 

The patient government program utilizes both discussion and perform- 
ance activities to stimulate interaction and prepare the patients for extramural 
living. Here the group leader’s task is to get the patients to assume leadership 
roles in the activities and to moderate the pressure which the group exerts on 
individual members to participate in the group processes. The regressed- 
patient program relies more on performance-type activities to activate patients 
and involve them in social relations. This program requires that the group 
leader assume a more directive and controlling role in order to initiate even 
rudimentary group interaction and prepare the patient for higher order social 
relations. The patient government programs as well as the programs for 
regressed patients have involved, in therapeutic activities, many patients for- 
merly neglected because of staff shortages. 

Supervision in the conduct of social interaction treatment is the kc?y 
teaching method utilized to develop group leader skills. These skills are incul- 
cated primarily through a supervisor’s critical appraisal of actual performance 
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and the trainee’s continued practice to perfect the application of approved 
techniques. Supervision focuses on offering the trainee the opportunity to 
integrate the content presented in the various courses and to apply it in 
accordance with his understanding of the needs of the group and its indi- 
vidual members. The supervisory process is directed toward a depth examina- 
tion of the trainee’s involvement, his awareness of group processes, the appro- 
priateness of his leadership behavior, as well as an exploration of alternative 
approaches to group problems. The goal of supervision is the emotional and 
intellectual involvement of the trainee in the learning process. 

Supervision is based upon actual observation of the trainee’s behavior as 
a group leader. Extensive use is made of the two-way mirror room for direct 
observation and taped recordings for review of experiences. Supervision is 
provided on both an individual and group basis. Each trainee is assigned a 
staff supervisor who observes one trainee-conducted group session per week. 
In addition, trainees observe each other conducting groups on alternate weeks. 
Supervisory sessions follow these observation sessions. 

The training program is a one-year program; six trainees are accepted 
every six months. Approximately one-third of the time is spent in didactic 
course work and two-thirds in supervised practice in conducting social inter- 
action therapy groups. 

A major problem in establishing such a training program is the recruit- 
ment of a competent training faculty. A core of experienced staff who had 
been involved in the original socioenvironmental programs was available to 
serve as model group leaders and participate in the didactic and supervisory 
aspects of the program. Finding additional staff trained and experienced in 
group work with chronic mental patients was a difficult task. However, the 
services of a psychiatric social worker, a doctoral candidate who had had con- 
siderable experience in working with groups of chronic mental patients, were 
obtained. Also secured, on a part-time basis, were the services of several psy- 
chologists with considerable group psychotherapy experience with mental 
patients. Thus, the training faculty is multi-disciplinary, composed of psy- 
chologists, group social workers, and occupational therapists. Staff psychiatrists 
are also utilized for special lectures on diagnostic classification, psychopathol- 
ogy, and psychotherapy. 

The recruitment of college graduates for training as mental health work- 
ers has been surprisingly successful. The $3600 annual NIMH stipend 
offered from grant funds and the opportunity for training for employment in 
the mental health field at an annual salary of $6090-$7775 seem to be suffi- 
cient inducements to attract a large number of applicants. 

A group screening procedure had to be developed to make the selection 
process efficient and economically feasible. The screening teams, composed of 
a psychologist and a group worker from the training faculty, developed a 
number of situations which would elicit sufficient applicant participaiion to 
enable staff to rate the applicants on a variety of personality traits. For exam- 
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pie, in one screening situation, applicants are paired and given five minutes 
in which to learn about their partners prior to introducing them to the larger 
group. Another screening procedure requires the candidate, after hearing a 
case study of an individual under stress, to devise a plan of action which he 
feels will be helpful to the disturbed individual. A third screening task 
requires the candidate to present a self-analysis. These tasks generally produce 
an array of behavior useful for rating such traits as altruism, personal warmth, 
independence, drive level, emotional expression, flexibility, and interpersonal 
skills. Candidates with the best ratings are selected for admission to the 
training program. 

Evaluation of the Program 

A number of major research issues must be resolved before the suc- 
cess of the training program can be determined and a broader application of 
the services of this new worker can be made. The first question is whether or 
not the college graduate mental health trainee is able to master the skills of 
social interaction therapy. To answer this question, two types of evaluations 
are made. The first is a subjective appraisal by the training staff of the 
trainee’s performance in the program: how well he learns and applies the 
course content; how he gets along with patients, staff, and fellow trainees; 
how dependable and reliable he is; how much initiative and perseverance he 
shows. Since every trainee is assigned quarterly to a different staff member for 
supervision, the supervisor’s ratings serve as systematic measures of the trainee’s 
progress. 

A more objective assessment derives from direct behavioral observations 
of the trainee’s group leadership performance by trained raters who use the 
Group Leader Evaluation Inventory (GLEI)-a locally constructed instru- 
ment— to record their observations. This instrument, basically, is a checklist 
composed of items judged by the training staff to be representative of sound 
group leadership or to be representative of behavior which obstructs or 
defeats the aims of social interaction therapy. Items such as “maintained group 
process when faced with disruptive behavior or related seemingly irrelevant 
or meaningless remarks to the main topic of discussion are viewed as positive 
leadership behavior. Items such as “belittled contribution of individual pa- 
tients’’ or “ignored, suppressed, or otherwise disowned pathological behavior 
are examples of negative leadership behavior. Weights are assigned to each 
item in accord with empirically determined frequencies of occurrence in 
group situations and the mean ratings given to each item by personnel experi- 
enced in the conduct of social interaction treatment. A total of sixty-two 
positive and negative items are included in the checklist. Also included in the 
GLEI are three rating scales which are designed to measure: (1) how often 
the group leader tries to get patients to interact, (2) the level of therapeutic 
interaction displayed, and (3) the number of patients who actively partici- 
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pate in the group process. At regular intervals, trained staff observe the group 
leadership behavior manifested by the trainess and complete the GLEI. The 
inter-rater reliability on the GLEI has been found to be quite satisfactory. 

An additional criterion measure of success derives from the sociometric 
rankings of trainees by supervisors and peers. At completion of training, 
trainees are ranked in regard to cooperativeness, relationship with peers, rela- 
tionship with authorities, efficiency as group leader, etc. The individuals 
performing the sociometrics are asked to rank three fictitious trainees: Mr. 
Above Average, Mr. Average, and Mr. Below Average. These fictitious per- 
sons serve as “rating anchors,” allowing comparison of trainees across groups. 

A second research task is the identification of the characteristics of a 
successful mental health worker. Success in this area would be of considerable 
help in the selection of candidates for training. During the first week of the 
training program, trainees are given a number of personality tests (California 
Psychological Inventory, Interpersonal Check List), interest inventories (All- 
port Vernon Study of Values, Vocational Preference Inventory), attitude 
scales (Opinions a^ut Mental Illness), and locally standardized group tasks. 
Scores on these measures will be examined after all trainees have completed 
the training program in an effort to discover those personality factors which 
predict the performance criteria. Some of these measures are repeated at the 
end of the training program, so that changes in attitudes and/or awareness 
of self and others, which occur as a result of exposure to the training program, 
can also be identified and related to the performance criteria. The prediction 
problem is a complex feature of this research. This problem is further compli- 
cated by the fact that only a small number of mental health workers are being 
trained and that the group selected for training is markedly homogeneous. 
Both factors reduce the chances of finding significant correlations between 
personality measures and performance criteria. 

From a hospital service point of view, the training program is already 
paying dividends. Fifteen out of the first twenty-four trainees are now em- 
ployed at the hospital to provide therapeutic services on wards heretofore 
exclusively directed toward custodial care. Of the nine remaining trainees, 
four are employed at a neighboring state hospital, one is employed by a 
private agency providing services to chronic mental patients in the com- 
munity, and two returned to graduate school following completion of our 
program. Only two trainees dropped out for personal reasons before comple- 
tion of training. 



Career Opportunities for the New Personnel 

The issue of what career opportunities the Gommonwealth will make 
available to the graduates of the Mental Health Workers Training Program is 
still being resolved. At first, the establishment of a new and separate profes- 
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Sion, the Mental Health Worker, was considered. The problems of 
ine such a new profession are numerous and seem insurmoun a . 
reLance of the established mental health professionals would have to te 
overcome, and a new and graduated scale of duties and responsibilities would 
have to be established within the state system to permit the 
worker’s professional advancement and commensurate ” 

mder to fraditionalize this new profession, a nnivers ty would J'™ 

to take over part of the training program to give academic recognition and to 
auement the current program with additional courses to lead to an appropriate 
;oConal degree. If a\ew profession were 

he expected to apply social treatment principles more broadly, not onl) 
mentlwi^ for chronic patients but also in schools for the 
development centers, and mental health centers. Obvious y, t e s a p 
by itself cannot be expected to provide the breadth of 
prepare workers for general social treatment 

ties A more comprehensive training program would have to ^e^^ 
through the cooperation of the university and other menml health facilities, 
each facility offering training specialized for its own semce nee s. 

A second avenue for establishing career opportunities for mental he^ 
workers is to incorporate them into existing hospital disciplines and Ibemr- 
les. For example, employing mental health workers in the Activity Thera- 
pies Department was comidered at first. Here, too, considerable resistance was 
en^ImLd. The resistance took the form of "Sure we d like to have these 
trained .personnel as members of our staff, but in order to make *em mn- 
parable with existing staff, wouldn’t you first have to gwe our current p«rmre 
Ll the same kind of training^ The fear was that the new 
workers might dominate the activity workers and 
Actually, had the Activity Therapies Deparjment areep.^ 
workers the opposite might have occuned, namely, the activity therapists 

might have assWIated and subjugated the mental health 

them for hospital-wide mass activity programs, rather than for s g p 

treatment programs on segments of hospital wards. ^ 

A third course of action, and the one which offers the greatest promise of 
immediate success, is to esublish career opportunities tor these new wmkets 
as a subprofes.s;'nal group in the psychology hierarchy. Since psycho ogy 
undertook the task of developing the techniques of ^lal 
and established the training program to prepare college graduates to utte 
these techniques, the resistance from psychologists to this new group of wo k- 
ers tends to be minimized. Furthermore, a professional ladder for psychol^ 
vists already exists. The Commonwealth of Pennsylvania is mafang available 
^vernment Career Trainee positions for the employment and “ 

colleve graduates. These government career positions can be used to tram 
college mduates for psychological service. Eventually, Commonwealth funi 
will repice the NIMH stipends which currently support the mental health 
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worker trainees during the one-year training program. Upon completion of 
the training program, the new workers will be eligible for appointment as 
Psychological Service Associate I’s, the entrance position in the Psychology 
Series in the Commonwealth of Pennsylvania. The graduates of the Mental 
Health Worker Training Program, therefore, will have ready access to a 
career in psychology. By obtaining a master’s degree in one of the specialties 
of psychology these workers will be able to move up the professional ladder to 
higher levels of responsibility and commensurately higher salaries. 

In order to traditionalize the Mental Health Worker Training Program 
and establish this group as a subprofession of psychology, discussions are 
currently under way with two of the neighboring universities regarding the 
possibility of accreditation for the training program. A training syllabus has 
been prepared for evaluation by the curriculum committees of these universi- 
ties. Since the content of the didactic courses offered in the training program 
is comparable to the content of established university courses, equivalent 
graduate credits might be offered for the courses in our training program. 
Trainees would therefore be working toward their graduate degrees while 
engaged in training at the hospital. Those who wish to advance in the psy- 
chology hierarchy could complete their master’s degrees at the university. An 
added inducement which makes such graduate training even more attractive 
is the Commonwealth’s Tuition Reimbursement Program, which would pay 
the tuition costs of such further academic training. 

Problems in Training New Mental Health 
Personnel 

The training of new w'orkers for subprofessional sefvice in the men- 
tal health field should not be undertaken without an awareness of the 
problems posed by such an endeavor. A major disadvantage of training for 
specific job functions is the limited job flexibility and the danger of rapid 
job obsolescence. The professional psychologist, by virtue of having experi- 
enced a broad, theoretically-based training program, is prepared to offer a 
fairly wide range of services. Also, the conceptual foundation of his training 
prepares him to integrate and apply the new developments which emerge in 
his field. The one-year Mental Health Worker Training Program is neces- 
sarily oriented to specific aspects of treatment. Accordingly, this training 
program restricts the presentation of concepts to those necessary for the learn- 
ing and application of social interaction treatment techniques. The mental 
health worker is prepared almost exclusively for this delimited job function, 
and he is not fully prepared to integrate or apply new and emergent tech- 
niques on his own. It therefore behooves the trainers and supervisors of such 
personnel to establish continuous in-service opportunities designed to upgrade 
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their training, maintain their interest, and help them keep abreast 
development!. Industry utilizes this practice to uppde 
tate mLpower shifts when job functions become obsolete. ^ « t 
field must be prepared to Mow and surpass the example of industry m estab- 

hshm^juch mjem^^^ Watment, which 

ing today, will be replaced by more successfu techniques m 

The research at this hospital is based on work with the top 15%-30% of the 

^:rpopulation, namely thi»e patents showing at 

responsiveness. Favorable results and the urgent need 

services impelled the initiation of the cunent training effort before 

broadly baM evidence of the utility of 

similar to the general practice prevalent in the mental health field. New 

mfap^lied as’^soon as^^ there is evidence that they result m a more 

favorable outcome than do traditional techniques. 

A second problem area is the resistance of the established mental heal h 
disciplines to Lw workers and new techniques. Each discipline “ 

t^Twously its rights and prerogatives and look with suspicion at the 
Lwcomer. sJce the mental health worker, in developing social interaction 
activities, deals with some of the content and problem areas which are m the 
purview of the traditional disciplines, these disciplines tend to view him as 
E cLg heir services. The mental health worker thus can become a focal 
p!blt for much defensive hostility. His efforts am 

protest "We’ve been doing this all along.” There is little doubt that the 
mental health worker invites such resistance at times. Slavson 
that the only way he could obtain acceptance of group therapy by the medical 
was m emphasize the limits of this system o *erapj^H-ev^ 
Lme of out mental health workers ate unable to effect such ^ 

often, they adopt the posture of a Pinel loosening the chains of the penB^ 
This attinide is bound to arouse the ire of personnel, many o w om 
itoed to patient service. To be sure, the youth and enthus|^ of th 
melital healtlf workers are natural attributes for the learning a"<J ^amsrfuj 
application of new techniques. However, then -*u^ cj ^ 
with such zeal as to sweep aside the contribution of others and thus potent ate 
rh“ n“ of the ve'^ personnel with whom they must work in close 

“““d problem area which needs to be anticipated in the training of 
new personnel for mental health service is the possibility that these more 
limited, specifically trained personnel will present themselves to 
fully trained professionals. This danger is at a peak when the supply of ex«b 

tvpes of safeguards can be employed. The first needs to be built into *e «am 
;t;^;m^am!tself. In the curmnt program, trainees are exposed to a code of 
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ethical practices and indoctrinated with the attitude that they are prepared 
to work collaboratively with other professionals, but not independently from 
more broadly trained individuals. A second safeguard, external to the training 
program, is derived from the current effort to establish standards and certify 
or license those practitioners qualified to offer services to the public. The 
mental health workers clearly are not qualified for such independent service. 

The dangers inherent in the training of subprofessional workers do not 
outweigh the advantages derived from the services which they can provide. 
The established mental health professions are presently looking within their 
areas of functions and services for generalized and routinized duties which 
can be fulfilled by relatively untrained personnel. Each of the professions is 
already using or recruiting and training its own subprofessional workers. 
Psychiatry is using the medical student for some general medical services in 
the mental hospital. Social work is recruiting bachelor’s level personnel un- 
trained in social work practices for on-the-job training for general casework 
services. Psychology is training master’s and bachelor’s level personnel for 
psychometric services in the mental hospital. However, each of these disci- 
plines still must do its own research and development work to uncover new 
types of specialized services which would maximally utilize new personnel to 
improve the overall hospital treatment program. 

The uncovering of such new hospital services to augment and improve 
existing hospital treatment programs can best be undertaken by hospital-based 
personnel, since they are most aware of the hospital’s needs. Needless to say, 
most state hospitals do not have the caliber personnel to undertake such a 
research and development task. However, each state system has within it per- 
sonnel with sufficient intelligence, dedication, and sheer naivete to enable 
them to tackle this task. The institutes which various states have established 
to serve as centers for training and research have failed to fulfill this research 
and development task. These institutes have become the domain of the neigh- 
boring medical schools and are used for the training of psychiatric residents. 
The research problems undertaken at these institutes are either of a tradi- 
tional nature, in accord with the traditional training at these institutes, or of a 
basic nature, in accord with the academic interests of the faculty. Program 
research, so necessary for the development of new techniques for the treat- 
ment of large numbers of patients languishing on state hospital wards, is 
rarely undertaken by these institutes. This task has fallen to the staff of the 
service institutions, namely people like Jones in England, Sivadon in France, 
Fairweather, the Philadelphia State Hospital group, and others in this coun- 
try. The service institutions, having taken the initiative for developing new 
treatment procedures, will also have to pioneer in the training of new per- 
sonnel to implement these procedures on a broad scale and thus help fill the 
vast demand for therapeutic services. 
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THE TRAINING OF HUMAN SERVICE 
AIDES' 

William L. Klein 

Howard University 



In the spring of 1964 , ten young people, all between the ages of 
seventeen and twenty-one, began a three-month training program^ to prepare 
them for jobs as aides and assistants in child care centers, neighborhood 
recreation programs, and social research projects. The seven boys and three 
girls who had been selected were all high school dropouts. Four of the boys 
had delinquent records, while two of the girls had given birth to children out 
of wedlock some time before the program began. All were Negro youth from 
the poor “central city” area of Washington, D.C., chosen from a pool of indi- 
viduals referred to the program by several youth-serving agencies in the city. 
No attempt was made to pick out the best of the applicants. Instead, on the 
basis of demographic data and individual interviews, each person who applied 
was assigned a “risk category” rating— essentially, a prediction derived from 
previous employment and delinquent history, school achievement, and per- 
sonal and soda? behavior as to how likely it was that the individual would 
complete the training and function effectively on the job. Applicants were 
paired on the forotgoing variables, as well as on those of age and sex. One 
member of each pair was then randomly chosen for the training group; those 
not selected constituted a control group. In this way, the training of the aides, 
to be described in this chapter, began. 

Six months later, after the training was completed and the aides were all 
working in city recreation programs, child care centers, and social research 

r This chapter is derived from various publications and reports of the Institute for 
Youth Studies, Howard University, particularly: Fishman, J. R., Klein, W. L., MacLen- 
nan, B. W., Mitchell, L., Pearl, A., and Walker, W. (1965). All of the authors listed 
have played a major role in the further development and expansion of the program. 

2 This program was supported in part by contract #i TTMH-83 18-0381 with the 
Community Services Branch, National Institute of Mental Health, and in part by Train- 
ing Center Grant #63215 from the Office of Juvenile Delinquency and Youth Develop- 
ment, U.S. Department of Health, Education, and Welfare, in cooperation with the 
President’s Committee on Juvenile Delinquency and Youth Crime. Further development 
of the project was made jrossible through contract with the Office of Manpower, Automa- 
tion and Training, U.S. Department of Labor, and the Office of Education, U.S. 
Department of Health, Education, and Welfare. 
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projects, none had dropped out of the program; and there were no clear-cut 
differences in job performance between those originally described as poor 
risks and those considered good risks. With one exception (an arrest for dis- 
orderly conduct) they had no further involvement with law enforcement 
agencies. In most cases their supervisors found them valuable additions to 
program staff-eager to learn, quick to catch on, and often innovative and 
resourceful in carrying out their assignments. One of the aides, working in a 
local demonstration program aimed at army enlistment rejectees, was quicldy 
“promoted” to fill a slot vacated by the dropping of a graduate student vvho 
had been found wanting. Two others played a major role in organizing 
neighborhood youngsters into activity groups that were to form the basis of 
an experimental community mental health program. 

The striking outcome of this initial program led the staff of the Institute 
for Youth Studies at Howard University to expand the project and explc^e 
a variety of jobs involving work with people for which deprived, delinqi^nt, 
and drop-out youths could be trained and hired. To date, over one hundred 
such youths have graduated from the program. A large number are working 
as classroom aides in elementary schools; others are involved in a detached 
worker program of the city recreation department. A group of nine is em- 
ployed as youth leaders in a community-based mental health center for 
children and adolescents. Both young women and young men have been 
successfully trained to serve as aides in a number of the city s preschool and 
early childhood day-care centers, generally those geared specifically for the 
children of the disadvantaged. Another group is employed as counseling aides 
in welfare department institutions for dependent and delinquent children. 
Ironically, in several instances these institutions are the same ones or similar 
to those in which the aides had once been confined as inmates. Others are 
working in a geriatrics institution, in consumer education and youth organ- 
ization projects of the local community action program, and in the research 

division of the local poverty program agency. 

Many of the findings of the original project have been supported in these 
ensuing programs. The drop-out rate from training and, at least over ihe short 
run, from employment, has been minimal. There have been few instances of 
delinquent or criminal involvement, and none directly connected with the 
actual work setting. The effect of the program on the trainees has generally 
been one of raising personal and educational aspirations. A number of aides 
have gone on to prepare for and receive high school equivalency certificates; 
in som 6 cas 6 s, th 6 y hav 6 6nroll0d in advanced courses in area colleges an 
other training institutions. Supervisors have been highly enthusiastic about 
the contributions of the aides to their particular agencies, with some of the 
aides already being raised to more senior positions in places with opportuni- 
ties for advancement. Moreover, as in the initial program, most of the aides 
were chosen for training, almost randomly, from a pool of applicants. The 
attempt was to include as wide a variety of individuals as possible, rather than 
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to exclude any particular subgroup on the basis of preconceptions about who, 
from this population, could or could not function successfully. Almost all 
attempts at predicting individual success or failure on the basis of intake 
interviews, test scores, school record, or other indicators have not worked out. 
Many youths who do not meet commonly held criteria for human service 
work often, and strikingly, “blossom” into highly effective aides when given 
the chance to show what they are capable of. We have written elsewhere 
(Fishman, et al., 1965, pp. 46-47) that: “. . . school performance, a delin- 
quency record, and an erratic job history may, in the main, reflect difficulties 
in coping with problems in a particular kind of context, and thus may have 
little predictive value for behavior in a radically changed situation (one that 
is in many ways discontinuous with past experience and expectations). 

Who are these aides and why choose them for this particular kind of 
work? Some of them come with the more obvious characteristics of the 
street”: a reputation for leadership and/or delinquent prowess, a $70 sweater 
or a $30 pair of shoes (highly prized elements in one’s “identity kit” when 
there is very little else to bolster status or self-esteem), a varied history of 
encounters with the law, and an erratic home and family history. Although 
there are often unique differences and almost as much variability in this 
population as in any other, a brief portrait of one of the aides should convey 
sharply the important features: 

Aide X finished the tenth grade at a Washington, D.C. high school before 
quitting school altogether. He is somewhat small in stature and, when first seen, 
his tendency to wear clothes one or two sizes too large only accentuated this fact. 
He gave the impression of being an extremely wary and guarded individual who 
hardly ever looked at or spoke directly to whomever he was addressing. In the 
early days of the program, he was quite critical of it, and openly questioned 
the possibility of its having any effect on the behavior of the group members. At 
the same time, he was quick to point out positive directions for action and to as- 
sume leadership. He is one of five children, and has lived for 17 years at the same 
address (a public housing project). His mother is a housewife, and his stepfather, 
a p)st office employee. In recent years. Aide X has tried to become more self- 
sufficient, at least in part because of a conflict with his stepfather. He has alter- 
nated between living at his panmts’ home, an aunt’s apartment, and an apartment 
of his own. His employment record includes a series of low-paying, unskilled, 
temporary jobs, the most recem of which was as a one-dollar-an-hour kitchen 
helper. Aide X’s delinquency arrest record includes charges of robbery and truancy. 
For both of these, he was confined to a correctional institution (Fishman et ah, 
1965, p. 14). 

There are other, perhaps less obvious, things that the aides bring with 
them. Often central to their outlook on life is a feeling of, “Thats the way 
it is, man.” This brief sentence succinctly conveys their perception of a world 
that has very little to offer which they can attain and over which they are 
powerless to exert influence or control. They are suspicious of hope and possi- 
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bility since they are all too familiar with how quickly such things can vapor- 
ize. Fate and luck are often prominent parts of their belief systems, at least 
in part because they see no rational way of interacting with the wider society 
and its widely advertised benefits. All of these things and more; a poor self- 
image, lack of future orientation, marked potential for antisocial behavior 
and impulsive acting out, and concrete conceptual ability have been ascribed 
to, and found in, these young people by many social scientists searching for 
clues as to what makes these youngsters different from their more aspiring, 
achieving, and stable middle-class peers. These observations have often led 
to the hypothesis that if, somehow, one could *‘get inside and change these 
intrapsychic variables, self-concspt, style of life, and behavior might also 
change. Thus, those who are not ‘in the same boat” as these individuals are 
called upon to provide the therapeutic, welfare, and rehabilitative services to 
help change those who are seen as not being able to help themselves. 

What is often overlooked, however, is the large, sometimes overwhelm- 
ing, reality component of the outlook and behavior described. To motivate 
someone to want to work and to hold down a steady job is a rather pointless 
effort if there are no jobs to be had, as is often the case. To convince someone 
of the importance of staying in school when there is little hope of going on 
to higher education and when one can see peers with high school diplomas 
standing on the same street corners as oneself is not the easiest undertaking. 
For these and other reasons, many of the attitudes and actions described above 
can be seen in a much more practical and heuristically valuable way. “Much 
of their ‘aberrant’ or ‘delinquent’ behavior . . . may be seen as a central fea- 
ture of being inci'easingly relegated to the sidelines as spectators of society— 
a role that contributes very little to any kind of positive self-concept or 
identification. This dilemma molds a significant part of their social, psycho- 
logical, economic and educational life” (Fishman et al., 1965, p. 2). 

Posed in this fashion, the problem becomes one of finding real channels 
for moving these young people from their “outsider” and “spectator roles 
(often elaborated with particular styles of life, norms, and values) into 
meaningful “participant” roles in society. What is also suggested is that the 
kinds of participation need not be limited to the hackneyed range or semi- 
skilled and unskilled vocational education type jobs that are usually offered, 
based on the assumption’ that people who demonstrate certain kinds of char- 
acteristics are best suited for such work. Pigeonholing of this type occurs 
because many of the young people we are talking about are generally un- 
familiar with other kinds of work. If, as we believe to be the case, a major 
component of their behaviors and perceptions is a result of having continu- 
ously to find effective ways of coping with a particular set of social conditions, 
then there may be potential for their functioning meaningfully in areas which 
are different from those they are used to, areas which challenge and support 
them in new kinds of endeavors. This would be particularly true if the new 
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roles, in themselves, contained avenues to heightened status and increased 

self-esteem by their very performance. 

One obvious area in which such roles are to be found is what Pearl 
(1965) has called the area of “unmet needs of society,” most notably the 
human services. Relatively unaffected by automation and directly related to 
population growth, these services, including education, welfare, recreation, 
child care, public health, mental health, and counseling services of all kinds, 
are already facing manpower shortages of critic d dimensions. It should be 
noted that, as a group, they comprise many of the caretaker agencies and 
services which Duhl (1963) has pointed to as singularly important in the 
undertaking of a comprehensive mental health program. It is only a logical 
step, once having identified these needs, to place them in juxtaposition to the 
huge army of the alienated and unemployed who are desperately in need of 
meaningful, horizon-opening work such as can very easily come from giving 
service to a fellow human being. 

It is out of such considerations that the concept of the human service 
aide has grown. He is a nonprofessional who, with some initial training, does 
those things which, in any helping service, do not require extensive educa- 
tion and background. By relieving the professional of more routine tasks, he 
helps the professional to do more of what the latter is uniquely trained to do. 
Thus, he may become the basis of a new approach to service that was formerly 
impossible because of a shortage of time or specially suited personnel. Of 
course, the emergence of the concept cannot hide the fact that contained with- 
in it are a wide array of complex and problematic issues, such as creating 
and defining jobs, providing for upward mobility and career lines, certifica- 
tion, orientation of professionals, and ongoing education. Each of the fore- 
going issues is dealt with more extensively elsewhere (Duhl, 1963; Fishman 
et al., 1965; MacLennan, Klein, Pearl, & Fishman, 1966; Pearl, 1965; Pearl 
& Riessman, 1965; Institute for Youth Studies of Howard University, 1966). 
Here, we will be largely concerned with the training of the human service 
aide /how it has been done, and what its significant features are. With some 
modifications and changes, the training model used in the first project has 
been implemented in all the ensuing programs. 



The Training Program 

The young people who are accepted for the project bring with them 
a wide variety of behaviors and interpersonal skills. Many of the latter are 
clearly designed to protect them from feeling responsible for themselves and 
for others, from the threat of being blamed for failure, and from the risk of 
making long-term, independent decisions about themselves and their futures. 
They are often quite expert at “proving,” through goading authorities or 
professional staff, that their perception of “the way it is” is accurate and that 
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problems, make their own decisions, try on various roles and attitudes for size, and 
learn to cope more effectively with people and the world around them. 

Starting from their own experience, the members of the core group are 
encouraged to examine the processes of their immediate lives and the problems of 
living in a poor area of the city. As the group progresses, it draws upon experts to 
examine with it areas of knowledge of common concern to all. These include: 
problems of human development, i.e., family life, childhood, adolescence, nor- 
malcy and deviance; community institutions and resources; the special problems of 
the socially deprived; health care; labor and employment; the law and legal aid; 
credit unions, insurance and medical care; and general problems of working with 
people. 

. . . The business of the group is focused by a number of questions underly- 
ing all issues which the leader continually throws hack to the members to grapple 
with— questions such as: How does one observe accurately and assess situations? 
How does one sort out alternatives and think through the consequences of actions? 
How does one judge what information is important and relevant? And how can 
one use others to help in this activity? 

Issues actually dealt with in the group cover a wide range, including: who is 
best suited for what job and why; problems of minority group discrimination; hov/ 
to deal with annoying supervisors; rules and regulations about tardiness and pay; 
why someone is not able to feel a part of the project; and why the leader can be 
trusted more than group members. As far as possible, and within the limits of 
ground rules clearly set up at the beginning of the program, realistic decisions 
necessitated by these issues are left to the group. If the leader has to make a 
decision by default, then this itself becomes an issue for the group to take up 
(Fishman et al., 1965, pp. 18-19). 

The core group, then, is a multipurpose instrument. In it, the trainee 
learns more about himself, the community, and the world he lives in. In 
addition it gives him a better chance to relate the specifics of what he is do- 
ing on the job to broader considerations. He also acquires basic training in 
those skills and aspects of knowledge that would potentially make him a 
useful addidon to any one of a variety of human service positions. This 
includes observational and recording skills, use of supervision, pattern and 
function of community services, and interpersonal relations. Above all, his 
attention is being constantly focused on the “here-aiid-now” of his job per- 
formance, the problems and issues it raises, and their connection to his 
personal life, aspirations, and relationships with other trainees. As Empey 
(1966) has pointed out, it is this focus on the “here-and-now” that allows for 
the group members to interact with one another in terms of current ways of 
behaving or relating to people, rather than in terms of self-made definitions 
of what they once were like. In this way, stereotyped behaviors and expecta- 
tions about the job, authority, personal future, and dealings with others can 
be reality-tested and broken down and a basis formed for a new kind of per- 
sonal and group identity. 

As put into practice in the training program, the young people who are 
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selected meet daily tor cote group sessions ranging from one “ 
depending on the topic under discussion. Dutmg the fits halt ot the thre 
month program they meet five days a week; during the last halt they meet 
twice a week. This is done to increase the amount ot available time for on 
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getting the aides to adjust to their new jobs and to make meaningful decisions 
related to it, themselves, and the group. 

On several occasions, for example, administrative errors and mix-ups 
caused the delay of trainee pay checks. The aides were furious, openly ex- 
pressing their anger and cynical disappointment in the program and threaten- 
ing to quit. The first time this happened, the leader anxiously responded to 
the group’s reaction by calling in the Director of the Institute for Youth 
Studies. He offered to establish an emergency fund from which the aides 
could borrow money until they were paid. Five of the group accepted the 
offer, repaying the loan when their checks came through. In further discus- 
sion of this matter in the group, however, the other aides proudly said that 
they would never be in the position of having to ask the boss for money. 
Many of the group members told of how they had felt cheated of a chance 
to express their righteous indignation at the wrong that had been committed. 
The group as a whole, with the help of the leader, then began exploring ways 
of banding together so that none of them would again be caught in the posi- 
tion in which some of theru now found themselves. When salary checks were 
delayed again a short time later, once more the threats of quitting, of going 
out to commit crimes, and the accusations of betrayal and lack of concern 
were heard. This time the leader did not jump; the group responded quickly 
by coming up with alternative plans of action, including the possibility of 
calling in a newspaper reporter and getting him to apply public pressure. 
The choice finally agreed upon was for the group to write a petition stating 
they would abandon their jobs in a body if they did not get firm assurance 
that they would be paid as soon as possible. Effective action was taken almost 
immediately, and the group had a firm instance of its own power and in- 
fluence, as well as of its ability to act together for its mutual benefit. 

One of the most significant instances of the youths’ ability to make con- 
structive use of the group situation, particularly when given the opportunity 
to make meaningful decisions, revolved around one of the girls in the group. 
Early in the program, she had been assigned to Research Aide training, given 
a tape recorder, and asked to interview some of the other aides. She had been 
given a “hard time” by one of the interviewees, leaving an undertone of re- 
sentment that carried over into the group sessions. Taking the tape recorder 
home with her, the girl did not return for three days. In discussing the issue, 
it became clear that the girl had always emphasized her higher socioeconomic 
background and remained aloof from the others. The boys in particular re- 
sented her attitude and had been looking for a way to “bring her down front” 
(demoralize her). Three alternatives emerged from the discussion and were 
presented as follows: (1) the police could be called and the girl charged with 
theft; (2) the leader could visit her and at least get the tape recorder back; 
and (3) the group itself could assume responsibility for the situation. The 
last alternative was decided upon, and it was left to the group to work out a 
solution. 
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in some unbecoming behavior in the streets after working hours. The nature 
of the offense, some prior warnings, and other factors led to his dismissal from 
the program. When this decision was brought back to the other trainees, their 
reactions ranged from passive acceptance to open anger. Most of the discus- 
sion focused around the trainees’ ambivalence about informing on another 
member and their covering this over by accusations of betrayal and irre- 
sponsibility on the part of the training staff. The latter refused to be pushed 
into an apologetic corner and insisted that a hard look be taken at the re- 
(^uirements of the program and the trainees responsibility for their own 
behavior. The discussion gradually shifted to the nature and ramifications of 
“covering up” and whether it aided or impeded the process of individual and 
group responsibility. It turned out that several of the trainees had been 
“covering” for the one who had been dismissed when he had slept or been 
drinking on the job. Individuals in the group had long been aware of his 
behavior and had even tried to speak to him about it at various times. Their 
actions had, in an important way, affected the range of choices open to the 
administration of the program, as well as the image of the group in the eyes 
of the community. 

These and similar discussions make up the life of the core group, v/ith 
much of the content derived from the ongoing and parallel involvements of 
the trainees with on-the-job experience, one another, and the wider society. 
Parenthetically, it should be obvious that the role of leader for these groups 
is both complex and not a very favored one for hiding or ducking issues. He 
is not there as a group therapist, a role which is a great temptation for the 
contemporary professional. Instead, his role involves a great deal of personal 
risk and willingness to offer his own actions, values, and abilities as models 
to be emulated. This includes the possibility that many of these may be 
found wanting and will have to be replaced by others, both for the leader 
and the trainees. Moreover, the leader must be able to tolerate the foundering, 
indecision, and lack of closeness that often characterize the group, indicating 
by his demands for competent performance and lack of anxious interverition 
that in this group decisions can be made, problems can be solved, and indi- 
viduals are going to “make it.” He is less concerned about what he can do to, 
or for, the youth than he is about how to work with them toward their be- 
coming active participants in a process of mutual regulation, problem-solving, 
and growth. Significantly, it is not only the highly trained professionals who 
can serve as this kind of leader but also young adults, often with the same 
backgrounds as those of the trainees, who have been trained to function in 

this capacity (Klein et al., 1966 ). 

While the core group constitutes one part of the training process, a 
second significant element is specialized skill instruction in the particular 
field for which the aide is being trained. Usually, four to six hours per week 
are set aside for instruction by specialists in the various skill areas. The primary 
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goals of this instruction ate the following: to provide the aide "-i* ^ 
skills that he can begin using immediately on the )ob so that he does not hav 
to remain too long in the role of passive observer; to lay the groundwork tor 
the aide’s educational and professional advancement by inspiring him to im- 
prove himself and by providing the prerequisites necessary for 
m make the aide a more valuable worker to his ^mcular agency. The cructa 
feature of this instruction is its link with on-the-job experience Ques ons 
and problems that arise in the work situation are brought back to the cla^ 
room; where they help to determine the range of cont^t matenal to k 
coveted. Conversely, what is taught in the classtOTm can be almost immedi- 
ately tried out in the job setting and reinforced through actual petfotmance. 

In Research Aide training during the initial project, for example, the 
two aides assigned to this specialty were first ipven instruction >" 
techniques and in the use of tape recorders. They then conducted an in 
view as part of their work assignment. The interview was critically reviewed 
in the presence of the instructor and suggestions were made for improving 
technique. Each successive interview was given the same treatment. In ite 
manned the aides were taught some of the basic techniques of control!^ 
observation and then immediately assigned to do this. Again, 
tions were brought back for critical review. After some proficiency had been 
gained, the aides were taught systematic ways of coding and analysing ob*r- 
Lion data through the use of Bales’ model and sociometnc analyses. In order 
to deal with the^ data, they then learned some simple statistical compula- 
tions and the use of the calculator. As can be seen, almost eveiy element o 
their instruction was tied to an actual and meanmgfu tas , wit eac uni 
built on what had previously been learned and the demands of the work 

situation. 

ON-THE-JOB EXPERIENCE 

The instructors of these specialty classes generally have a clear idea 
of the range of content material that they want to cover, but they are con- 
tinually alL to the possibilities of using situations that anse in the cour* 
of work experience for introducing new concepts or skills. In training 
for work in child care settings, for example, there are a number of areas that 
need to be coveted: principles of human growth and development, techniques 
for managing problem children, recognition of emotional problems, the mean- 
ing and function of play, observational skills and tec niques, games an 
prfschool activities, and parent contacts. When, at what level o “mple^. 
and in what fashion these are taught is dicmted by a combin tion of wto 
supervisors feel the aides need to know to be most useful, actual problems 

Z the aides are encountering on the job, and how 

the aides have had with the concepts and issues involved. The notes of th 

child care instructor give some graphic illustrations: 
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I explained what a case conference was, what you needed to know, how you 
would have to be able to present material, etc. (the aides had been invited, a few 
weeks after beginning their on-the-job training, to participate in professional staff 
conferences at the child care center). They were very interested in this, and 
eager to go on and present the observations they made in response to my assign- 
ment to them (including the child who was to be presented at the conference). 
Some had written them, most had not, but all had certainly done the observation. 

I pointed out the need to be able to write them down in the future . . . but I felt 
we ought to bring out some of their difficulties in doing so. Aide Y said how con- 
fused she got when she was trying to watch one child and another began playing 
with him, how she couldn’t write as fast as she could thirik, etc. We practiced a 
few of these ... I said I also knew some of them had had trouble with writing 
and spelling and stuff like that in school, and wondered if perhaps they were 
afraid of making mistakes, reassuring them that mistakes wouldn’t bother me. I 
asked if they wanted me to point out spelling errors and they all said they did, 
Y adding that this was a way not to keep on making the same mistake (this 
eventually developed into a series of remedial English classes for the aides) . . . 

. . . The coffee fixed and served, we went into Aide X’s report on S (a child 
in the child care center). He had answered each of my questions with a sentence, 
had had the v/it to add that S seemed to want to play with one little girl exclu- 
sively, had done a fairly good job of observation, but the English was execrable. 
We talked about how the mother is with S. Aide X had noticed that she didn’t 
let the child take her own outer clothes off and the kid wanted to do it herself; 
also, that the child controlled the mother. We went into what might make the 
mother this way, and I found myself needing to get across the concept of the 
unconscious, so I waded in — using as example (not exactly accurate but I got the 
point across) the fact that sometimes when one meets a person, one feels instant 
like or dislike, and tied this up with past experiences with brothers, fathers, etc. 
They got the point right away. Aide W commenting that sometimes one feels as 
if one had met the person before. I stressed the influence of one’s childhood and 
the people in it on future behavior, and then went into a woman’s possible un- 
conscious need to keep a child a baby, and why, using an example of how I felt 
when my only kid went away to school. They were very interested in this, and 
added comments of their own— X commenting at one point that he would like to 
hit the child S sometimes when she was so mean to the other kids. I brought in 
the fact that S was an angry child, and we tried to get at some of the reasons and 
results of this. X was extremely interested. 

. . . We got down to the business of playing with blocks. I showed them how 
they should be stored . . . how they were modules of one another and how the 
kids learned shapes and relationships and even rudiments of fractions by playing 
with them, but even more how much fun they had playing with them. They went 
to work to build-Aide W with alacrity and his usual creativity, making a nice 
castle; Aide X more slowly and having to overcome some shyness; Aide Z not at 
all for a while. ... I said, “This is the kid who won’t enter into the block build- 
ing; how do we get her into it?” I took Z’s hand and asked if she wanted me to 
help her get started, just as if she were a kid ... I showed them what kids do to 
each other’s buildings, how to handle situations where they kick down each other’s 
buildings, etc. (Fishman et al., 1965, pp. 3 1-32). 
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This description outlines tasks which can be performed with a minimum of 
training and which the aide can start doing almost immediately after the 
beginning of the training period. It also contains tasks that may require 
lengthy training or may depend on abilities and qualities of the individual 
that become visible during his work experience. 

The word meaningful has often been used in this chapter to describe 
our concept of the work for which human service aides can be trained. To 
restrict their duties to only routine, menial, and housekeeping tasks is to 
confirm their worst expectations of what this new job really is. Such an orien- 
tation would provide little opportunity for the kinds of experiences that can 
be capitalized on for additional learning and training. Moreover, it denies 
the agency in question a chance to see what the aides are capable of and to 
use them in ways that may be more directly beneficial to the service being 
offered. 

The job description, then, at best should provide a series of tasks graded 
in terms of demonstrated responsibility, competence, and knowledge or ability 
prerequisites. It need not be a fixed document, but can be modified as ex- 
perience and practice dictate. This is all the more important when we realize 
that the use of such aides is new and relatively untried. Each project in which 
aides are utilized will, for some time to come, be in the nature of a demon- 
stration. We hope through such projects to be able to answer questions such 
as who can do the job? and "what kinds of things can be done by a par- 
ticular group in a given setting?" The accumulation of such data becomes 
one of the more important tasks for the future. 

Summary and Conclusions 

The three major components of the training process have now been 
identified as: (1) the core group, including basic training in what can be 
described as generic human service skills, (2) specialized skill instruction, 
and (3) immediate on-the-job experience. It should be clear from the fore- 
going presentation that each one of these components is designed to comple- 
ment the others. Each derives its significance and impetus from the other two. 

Some of the problems and issues that arise from trying to achieve an 
integration of program elements have already been suggested. Perhaps the 
simplest guiding principle for successful integration is contained in the no- 
tion of flexible and self-critical programming. There is a need to be flexible 
in the sense that because this is a new kind of approach, there are very few 
available guidelines or experts. The training program must be responsive to 
changing needs, and it must be organized in such a way that those internal 
changes that are required may be made rapidly. Our use of the tenn self- 
critical is intended to underscore the necessity that the program be set up 
and kept open to receive continually informational feedback about what is 
going on in its various components. Thus problems can be confronted im- 
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mediately, rather than being allowed to fester. In this way the pto^m does 
not end up being something other what it was planni^ B , « ten m 
the resentment and consternation of both professionals and 
also allows for new and unpredicted needs to be recognized and potenUally 
dealt with The issue of remediation for the trainees, for example, grew out 
of their own recognition of shortcomings in reading and wnting abtos and 
kd te the creation of remedial classes, as well as to the exploration of new 
wayl of combining aide training with academics The Jn^“ 

Studies is for example, now cooperating with a local high school in an 
perimental venture for turning their school par into an aide training pro- 
gram for thirty disadvantaged high school seniors. . „„ij k. as 

The initial training that has been described above should be seen as 
iust that-a first step designed to take youths who have often been defined 
nesative or even pathological terms and to train them to help render many 
X^i L 0 Jn prescribed for them. « it c^^as re^ 

iiabilitative and therapeutic features, the pnmaty aim of the P«>g^ “ 

L effectively, a huge, generally overlooked source of npnpower for the 
humarservices. We wouU make a serious error, however, f we w«e content 
,0 Z S this-to create, as it were, a new kind of attendant or day labore 
who would just as irremediahly be fixed where he is as is the <litc '88“ 
the janitor. Some of the youths will choose to remam at a fairly low level 
of a particular occupation Others, however, must be given the chan e to 
alan^ educationally and professionally, without having ^ 
in order to reach professional status. In order to accomplish 'his, changes 
many of which are still in the early stages of conceptualization, will have t 
be made in patterns of employment, education, and huinan service. To refin 
and implemLt these ideas further, we also need the kind of new professional 
that Re'iff describes elsewhere in this book, not only for ptopam P'»''"‘"8 
and institutional modification but also tor training, supervising, and most 
rffLTeTutiliring the new cadre of human service manpower represented 

bv the aides and other nonprofessionals. , 

All of this is part of the critical task for the future, if we are to sustain 

the momentum and enthusiasm reflected in these observations of a 
yearxild, tenth-grade dropout, now working for almost two years m a child 
Le center. The grammar is not the best, but the meaning is clear. 

In Day Care, I have learned many ways of handUng '‘'f ' ' f “ 
how to cope with kids with home problems, shy, the ones that ^ 

much, the ones that get along with the rest of the group, Lh back- 

plav with on a rainy day. In working with small kids you should know their back 

grounds, like where they come from, where staying 

their Barents do are they living with their mother and father, or are they steying 

with thTmoth^ alone,'^or with their father alone whether they were bom in the 
District or elsewhere, what kind of environment do they live in now> 

You Z te tom how te Ulk to a child, and what to say to them, how to 
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say it. You should leam how to firm grip a child and you will have to learn how 
to give a child a lot of attention and find out whether he or she really needs it, 
or whether they just trying to get it whenever they feel like it; you can’t give all 
of your attention to one child; it is alright to play with the kids but you must let 
them know that you are the teacher, and they must stay in their class and you in 
yours. . . . 

Some of the reasons why I like Day Care, being with small kids and on the 
other hand working, it gave me some kind of feeling; watching and playing with 
them makes me think of my past, of some of the things or chances that I did not 
have when I was coming up. Sometimes while you are playing with the kids you 
let yourself get carried away, you think of some of the things that you missed when 
you were coming up. And then you get hold of yourself, and remember that you 
have a job to do, for I say to those that do not work in Day Care or don’t like to 
work in it they don’t know what they are missing. I think that it would be better 
if more men were teaching in Day Care Centers. . . . 

... I know that some of us grew up the hard way or some came up easy way, 
but it seems like mine was the hardest, if I told you the way that I came up you 
won’t believe it, but ever since I got this job I have learned and enjoyed every day 
of it. (Fishman et al., pp. 59-60). 

Put as concisely as possible, the human service aide program represents 
one aspect of a major attempt at intervention into ongoing problems of man- 
power, patterning of services, and therapeutic effectiveness. Programs such as 
the one described in this chapter can provide a readily trained reservoir of 
personnel for the fields of human service. Moreover, they offer a combination 
of training, rehabilitation, and realistic employment that is strikingly effec- 
tive for a population that has long appeared resistant to traditional approaches. 
It must be emphasized, however, that dealing with immediate manpower 
shortages, no matter how exciting the project is itself, can be an easy way 
of short-circuiting serious exploration of new concepts and approaches. An 
appearance of change and movement can be approximated, while it is only 
vacant job slots and service needs that are being filled. 

The significance of the aide program will be lost if we allow the impor- 
tant fact of who the aides are to ol^ure the wider issues. The creation of 
human service aide positions is only one aspect of efforts to reorganize existing 
program structures and institutions in line with new perspectives on com- 
munity mental health, organization, and involvement. Seen in this light, the 
human service aide has the potential for becoming either one of a number 
of gimmicks that are bound to appear in a period of reorientation or an oc- 
casion for serious planning, conceptualization, and research. Under the im- 
petus of various new possibilities of federal funding and programs, the kind 
of training and manpower development described in this chapter iz already 
being experimented with in a number of communities across the country. 
Hopefully, these projects will not be content merely to demonstrate the 
efficacy of training the aides but will also come to see such programs as a 
major tool for investigating some of the more pressing issues of our time. 
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Introduction 

The under-utilization of mental health resources by low-income 
populations has been attested to in a variety of studies beginning with Hol- 
lingshead and Redlich^s classic Social Class and Mental Illness (1958). A 
number of factors have been suggested as contributing causes: high cost of 
services, lack of availability of services, failure of low-income populations to 
define distress in psychologically relevant terms, attitudes of low-income 
people toward mental illness, fear of institutionalization on the part of the 
poor, and finally, the middle-class character of the mental health movement 
and the associated inappropriate nature of the services offered to low-income 
people. Stated another way, the present day organization of mental health 
resources is primarily congenial to middle-class style and expectations. It has 
been noted that low-income individuals often believe their problems to be 
externally produced or physiologically caused. They expect mental health 
clinics to provide drugs and clear-cut directive advice. Their focus is more on 
present, crisis-related problems. They prefer that help be given in a more 
informal fashion. The setting of the office, the futuristic orientation, the 
stress on self-actualization found in the mental health movement is not con- 
genial to them. With these factors in mind, most of the recommendations 
that have been directed toward working with low-income populations have 
been mainly concerned with matching services to their style and meeting 
their expectations, while less emphasis has been placed upon content and 
program. 

The style match approach is oriented toward “reach” and communica- 
tion. It is an effort to meet the low-income person on his own “turF’ and to 
utilize this person’s style (and strengths) as a basis for working with Him. 

Other than style match, there has been some developing concern with 

1 Cunently Professor of Educational Sociology, New York University. 
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what might be called style and skill expansion; thus a number of programs, 
particularly in the counseling area, have recognized the need for expanding 
coping techniques, know-hov/, verbalization, and other related factors among 
the poor. The use of role playing for stimulating verbal development is illus- 
trative. But until now most of the emphasis has been on style match and 
meeting the expectations of the low-income person, with little emphasis on 
content or goals. This has, in most cases, been justified because of the danger 
of imposing middle-class goals on the low-income population. It may be en- 
tirely possible to develop goals and programs that are consistent with the 
development of low-income life without necessarily “middle-classizing” the 
people involved. 



The Neighborhood Service Center 

The Neighborhood Service Center (NSC) program to be outlined 
below attempts through structure, personnel, and program to integrate the 
many different proposed approaches to low-income population; but it en- 
deavors to go considerably beyond style match and even style expansion. The 
NSC escapes the office atmosphere, shortens intake procedures and makes 
them less formal, has no waiting list, accepts any problem in any form, does 
not require continued visits, catches people at the noint of crisis, uses treat- 
ment agents recruited from the population itself ulio can be informal, per- 
sonal, and friendly. It helps people with concrete, present-oriented problems 
and provides directive advice and assistance (i.e., it does not demand that the 
individual do it himself). Its staff is willing to make home visits at any time 
and participates in all types of activities including funerals, outings, helping 
people to move, ,ir d extinguishing fires in apartments. Recording of informa- 
tion and contact^ is kept to a minimum. Talk and concrete help are combined. 
The NSC attempts to expand the know-how and coping ability of its clients. 
The NSC emphasizes group approaches yet has available hospital-based 
mental health clinics, with doctors and drugs as a backup resource. It stresses 
social activities and, finally, is concerned with developing a well-organized 
action program, one that is not only therapeutic but fundamentally concerned 
with problems of the neighborhood— drugs, violence, jobs, institutional 
changes in the service-providing agencies. This last provides a unique aspect 
which goes beyond most previous approaches. In essence, the basic strategy 
of the program represents an attempted integration of community action and 
preventive approaches to mental health problems. 

The NSC program is a structural outgrowth of the Lincoln Hospital 
Mental Health Services. The community served is a highly disadvantaged 
one located in the southeast section of the Bronx, a borough of New York 
City. Not only is the population economically deprived but there is a marked 
dearth of services available to it. Compared to the Bronx as a whole, most of 
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the Lincoln area falls into the lowest quartile of median family income 
($3700'$5400) and educational attainment (7.6-8.S years) and the highest 
rate of male unemployment. The rate of unemployment in this area is ap- 
proximately twice that of the Bronx average. Similarly, the amount of over- 
crowded housing and school facilities is about twice that of the Bronx as a 
whole. In addition, compared to the Bronx as a whole: 

1. Rates for juvenile delinquency offenses are 25% higher. 

2. Rates of venereal disease among youth under twenty-one are three 
times greater in some neighborhoods of the Lincoln area and one 
and one-fourth times as high in other areas. 

3. The rate of public assistance cases is approximately twice as high. 

4. Admission rates to state mental hospitals are 40% higher from this 
area. 

5. Although reliable figures are not available, estimates of the percent- 
age of deliveries of the Lincoln Hospital Obstetrical Service in which 
there is no legal father run as high as 70%. Comparable figures for 
the Bronx as a whole are not available. 

The NSC is a storefront, functioning at street level. Each center is 
staffed by five or six indigenous nonprofessionals from the neighborhood and 
one professional mental health specialist or NSC director. The center is in- 
tended to serve a radius of five blocks (approximately 50,000 people). Be- 
cause of its storefront character, the center is easily available to area residents; 
in addition, staffing of the center by nonprofessional mental health aides 
makes for easy access by neighborhood people from the disadvantaged area. 

The NSC is seen as a basic new unit in a community mental health 
program devoted to preventive intervention. It is conceived as a structural 
innovation in community mental health programs. Within this context, the 
NSC has the possibility of serving many different mental health roles at 
numerous levels. It can even function primarily as a clinical adjunct directed 
mainly toward secondary and tertiary prevention. In this sense, it might be 
more accurately dextibed as a neighborhood-based mental health clinic. 

The preventive community approach of the NSC program is primarily 
related to its two sources of support: the Lincoln Hospital Mental Health 
Services, funded by the Department of Hospitals of New York City, and the 
Community Action Program of the Office of Economic Opportunity. The 
mandates provided by these two sources of support have been considered in 
defining both the goals and programming of the NSC. One emphasis, for 
example, which suggests itself— the development of autonomy, independence, 
self-determination, and coping skills among neighborhood residents-would 
seem to combine elements that are clearly related to both sources of support. 
From the positive mental health viewpoint, autonomy is a primary objective, 
in the sense that Jahoda (1958) uses this concept in her survey of mental 
health principles. Likewise, the anti-poverty program is committed to com- 
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munity action projects which are oriented toward the development of self- 
determination and autonomy on the part of the individuals and groups in the 

community. 

It is important to attempt to specify more clearly the mental health tocus 
of the NSC program in order to understand the selection of activities and 
specific programs. We have already said that the larger mental health goal of 
increasing autonomy is central to the NSC design and, thus, programming 
must develop in consideration of this objective. It is in this context that the 
significance of group services is stressed. It is hypothesized that group life 
directed toward certain meaningful, achievable goals instrinsically contains 
significant mental health components. The experience of working together, 
sharing, cooperating, and objectifying problems is vital to rehabilitation, in- 
creasing feelings of strength, and reducing helplessness and alienation. How 
groups are formed, developed, and utilized, of course, can make a great dif- 
ference in the achievement of autonomy and in the decrease of helplessness. 
The use of the helper principle may be of special importance. Here people 
are consciously placed in a helper role not only to aid other people but for 
the development of the helper himself: increasing his leadership, coping 
ability, self-image, etc. (Riessman, 1965a). 

THREE GOALS OF THE NEIGHBORHOOD 
SERVICE CENTER 

The three goals of the NSC program are, in actuality, means toward 
larger mental health goals; and in this sense, they might more accurately be 
considered subgoals. The larger mental health goals relate to increasing posi- 
tive mental health and reducing negative mental health by limiting, con- 
taining, and controlling pathology and its development. 

The three goals to be discussed are not presented in any order of pri- 
ority, but rather in the time sequence in which they are likely to be developed. 
Thus, goal number one may overlap with the later goals, but it will be em- 
phasized primarily in the early stages of the program. Goal number two will 
be developed at a later point and is based upon some measure of success 

with regard to the earlier goal. 

The three goals are as follows: 

1. Expediting and providing services relevant to mental health. This 
includes bringing new clients into the system of services, making 
service systems more responsive to clients, and providing additional 

new services. a rr • 

2. Increasing social cohesion within the concentration area. An eftort is 

made to produce community impact, particularly with regard to the 
development of various types of groups leading to the development 
of community action. Thus, the effort is to provide a sociotherapeutic 
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approach oriented toward reducing powerlessness, building com- 
munity ties, and group involvement. 

3. Initiating various types of institutional change, particularly with re- 
gard to better coordination of services for the people in the com- 
munity. An effort is made to change agency policies and practices 
with regard to service delivery and the development of comprehensive 
mental health services. This is a long-range goal and it is more con- 
nected, than are the first two goals, with other programs in the 
Lincoln Hospital Mental Health Services complex. 

In the sections that follow these three fundamental goals and their con- 
crete mode of implementation will be discussed in considerably greater detail. 

Service and Preventive Intervention 

It is possible to conceive of a preventive mental health model that 
did not begin with individual services but proceeded directly to the develop- 
ment of groups or other efforts at building community action. In the present 
NSC design, however, individual services provide the entering wedge. It is 
through individual services that the target population enters the system. The 
target population is that segment of the poor who have been least active, are 
in greatest need of service, and are not responsive to militant social action 
appeals. We believe that through a service-oriented program beginning with 
service to the individuals, many of these individuals can be encouraged first 
to participate in informal social groups, later in more formal service groups 
and task-oriented groups, and finally, in various types of community action 
and intergroup activity. This sequence will be described more fully below. 
It should be underscored here, however, that we believe that it is necessary 
to begin with the service needs of the population in question. 

While service can be viewed as an instrument to the other ends of the 
NSC— institutional change and community action— it is also necessary to 
clarify the importance of service as an end in itself (or as a major means for 
improving mental health). Well-delivered service may provide increased com- 
fort, reduce strain, and perhaps most significantly, prevent the development 
of cumulative stress. Langner and Michael (1963) hold the view that psy- 
chiatric disturbance is related to the number of stresses operative upon the 
individual. Thus, a service program designed to reduce stresses should have 
implications for mental health, both in the reduction of pathology and in the 
increase of positive mental health. Within this framework, the NSC is con- 
ceived of and presented to the community as a place where people can bring 
any type of problem. This is extremely important. It allows people the possi- 
bility of receiving immediate help and comfort without having to define the 
problem in a way apropriate for the caretaker or care-giver in the help-giving 
system. By so doing, it allows the individual some immediate assistance before 
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the problem becomes aggravated and perhaps develops into less reversible 
pathology. It allows for catching a problem in its early stage of development. 
Further, it enables the mental health system to deal with problems before 
they become symptoms, and it does not impose upon the client the need to 
develop symptomatology in order to receive mental health assistance. More- 
over, it does not require that the client label his difficulties as sickness or 
mental problems. Low-income clients, in particular, have not been responsive 
to so labeling themselves. Aside from the negative overtones involved in hav- 
ing a mental health problem, being defined as sick, as such, has regressive 
implications for the client; and to the extent that he can be assisted with his 
problem without it being defined as sickness, the ego-weakening properties 
related to being defined as ill are reduced. 

It is our contention that the very nature of the NSC will enable the 
individual to define his problems in a more everyday fashion and to be less 
apt to conceive of himself as sick. This, of course, requires not only the 
existence of the NSC but such an orientation by its personnel. 

It is clear, then, that a service-oriented approach of the NSC is basically 
related to primary prevention. The orientation to service includes: 

1. Direct provision of service to clients-escorting of clients, giving in- 
formation, filling out forms, writing a letter. 

2. Expediting service from other agencie.s. 

3. Integration and coordination of services (since the NSC can deal 
with multiple problems either directly or by expediting service from 
other agencies). 

4. Referral and follow-up. 

The service orientation, to be most effective, has to be integrated with 
other dimensions of the program, such as the community action aspect. These 
approaches should not be separated from each other as they were, for ex- 
ample, at Mobilization for Youth (Riessman, 1965b). Such bifurcation limits 
both the role of service and the role of community action. Many people receiv- 
ing service have excellent potential for forming groups, perhaps service- 
oriented groups at first and later, task-oriented groups moving toward larger 
community action. 

Service groups are composed of people with a shared service need, e.g., 
a group of welfare clients who experience inability in managing on a limited 
budget might form a group that discussed purchasing, where and how to 
shop, etc. Task-oriented groups arc; focused toward community issues of a 
broader kind, not simply immediate service needs of the participants. For 
example, a committee ( rganized to establish after-school centers or to convert 
a vacant lot into a playground is a task-oriented group. 

The service emphasis of the groups will provide an input of specific 
community demand into the community action approach. Thus, it is unlikely 
that the community action program will develop goals, such as those that 
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developed at Mobilization for Youth, which are not related to the immediate, 
voiced needs of the population receiving service. Mobilization for Youth 
developed rent strikes and school boycotts which, while, they may have quite 
well reflected the long-ran^e needs of the people in the area, were not 
related to the immediate service requests of the population that was being 
served. The latter is clearly the focus of the NSC. 

Thus far, the services that have been discussed are what might be 
termed nonspecific mental health-related services. In addition, however, the 
NSC program provides more specific “psychosocial first aid” and counseling 
of a simple type. In the early phases, this counseling consists largely of pro- 
viding a listening ear and some emotional support. The skills involved are 
based on enlarging the friendliness and warmth believed to be characteristic 
of the neighborhood worker’s style. The nonprofessional’s basic pattern of 
relationship is not “trained out,” so to speak, but is expanded by training 
appropriate for the rather primitive counseling to be provided at this stage. 
Later, this counseling skill can be expanded so that mental health aides may 
be able to assist clients in problem definition, in the consideration of alterna- 
tives, and in giving advice and guidance. In addition, the mental health aide 
is made aware of the fact that, in providing all types of concrete service, it is 
important to enable the client to talk fully and freely about his problems; 
that is, to provide an opportunity for catharsis and to furnish the personal 
emotional support that is so valuable. Thus, a psychological service is built 
in as a concomitant of most other services. 

It is unlikely th::t the provision of counseling and psychological assistance 
will ever become separate from other services in the NSC framework. Multi- 
needs are typical of the population, and multiservices are offered. This is 
quite different from the more traditional mental hygiene clinic where psy- 
chological service is often isolated from other types of concrete help. In the 
NSC the rule is the combination of services, and it is rare for psychosocial 
first aid or counseling to be furnished independent of other services. We 
believe this is a particularly appropriate pattern for a low-income population 
and that counseling and mental health services are much more acceptable in 
this context, particularly as provided by nonprofessional neighborhood 
“friends.” 

An important dimension in furnishing service at the NSC is to have 
the nonprofessional mental health aide provide an appropriate model to the 
client or customer. The program encourages the client to become involved in 
a mutual and reciprocal relationship with other people who are also in need 
of help. People are encouraged to help each other and not simply to receive 
help. The aide has to be trained to present this model and to encourage this 
form of interaction and development. He has to be constantly on the alert to 
transform helpees into helpers, and basic community norms must be built 
that emphasize communality, mutuality, and reciprocity. In this connection. 
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Weissman’s^ approach to developing service-giving power and technology in 
the people who come for service is extremely important to consider. Weiss- 
man envisions the provision of service as the first step in teaching the client 
how a service system operates. His aim is to give the client the ability to 
administer services (e.g., filling out housing forms) and to expedite services. 
Weissman is concerned with providing elements of service-giving power to 
the members of the community, and thus he argues that service is rare y to 
be given without also teaching the client the machinery of service and even 
how to teach the service operation to other people. Obviously, this does not 
apply to all people coming for service; but where possible, it may be a related 
goal of considerable significance and may greatly strengthen a service orien- 
tation. 



Past Failures 

It is important to note that most individual service programs devel- 
oped by social agencies appear to have been relatively unsuccessful with 
low-income populations. We suspect that there are probably a number ot 

reasons for this: 

1. Service was not articulated with other approaches (e.g., community 
action). The debilitating stigma attached to receiving help was typi- 
cally not counteracted by a community action self-help orientation, 
focused on the developing of power by the low-income individuals 

receiving help. .111 j 

2. The service approach did not focus on specific targets, neighborhoods 

and problems. It did not concentrate sufficiently on a circumscribed 
area, but rather attempted to provide services for the community as 
a whole; hence, impact was minimal. By “keying on a more limited 
five-block radius, it may be possible to maximize service effectiveness. 

3. Service was defined too narrowly; the need for new forms of service 
and group service approaches was overlooked. 

4. Little attempt was made to integrate and coordinate services-the 
special importance of the expediter role was ignored. ^ ^ 

5. The services were too middle-class oriented and not within the reach 
of the low-income populations. They were not intended for, and 
were, not presented in, a style appropriate for these populations. 

By way of overview, the service approach in its fullest sense may not 
only reduce stress and contain pathology but should also produce additional 
strengths in the community and increase positive mental health m various 
ways. However, an NSC program which is simply service oriented will prob- 
ably be limited. It is only together with other forms of intervention that the 
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maximal potentialities of the service approach can be harnessed. We begin 
with a service approach because people who are most in need of service 
and least responsive to other types of appeals are our main target among the 
disadvantaged population; however, our aim is to go far beyond this entry 
point. 

A more concrete picture of the service function of the NSC program can 
be obtained by a brief look at some of the statistics gathered in the first six 
weeks in which the first center was operative. Of those people seen, approxi- 
mately 70% were women, 69% were Puerto Rican, 18% Negro, 13% non- 
Puerto Rican white. Fifty-one per cent were walk-ins, 16% were referred by 
other agencies, 19% were referred by families or friends, and 4% were referred 
by Lincoln Hospital. The main areas in which service was requested were 
housing 25%, welfare 22%, employment 23%, and family problems 8%. With 
regard to disposition, 39% of the cases were concerned with information and 
referral, while 49% involved direct expediting. 

Looking at our statistics over a somewhat longer bloc of time, we can 
report the following. From February 22, 1965, when the first center opened, 
to December 31, 1965, 7,119 dilferer', people were served by two of the 
centers. During the six-month period (July-December) when both centers 
were in full operation, 6,620 new cases came for service— an average of 1,037 
cases per month. Projecting these figures for a full year’s operation gives a 
total of 6,220 individuals per year per center. The size of the average family 
coming to the center is 3.9 persons. Thus, it is not unreasonable to state that, 
indirectly, each center touches the lives of some 25,000 people; and this does 
not include the many hundreds more who have become involved with the 
center through the various community education and action campaigns. 

Based on these statistics, it appears that the NSC is an excellent device 
for reaching a large proportion of the residents in the area it is designated to 
serve. Though experience with the centers is limited, findings to date are most 
encouraging. It seems fairly clear that nonprofessionals can provide and expe- 
dite service for large numbers of disadvantaged families. Moreover, it is evi- 
dent that nonprofessionals can intervene in critical situations, engage 
comparatively pathological people in meaningful relationships, stimulate them 
to take action in their own behalf, mobilize community resources, and serve 
as a bridge between the client in need and the professional service. The 
nonprofessional is able to perform some tasks that are usually carried out by 
professionals but really do not require professional training and experience. 
In this manner, the outreach of the professional service is expanded, and 
considerably more people can be affected than would be possible by using 
professional personnel alone. 

In sum, then, it may be said that the service approach emphasizes, in the 
main, the “supply” aspect of the problem. It attempts to provide a more effi- 
cient, better integrated caretaker supply of resources for the client. It endeav- 
ors to connect the person with the service more efficiently via its expediter 
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dimension. It is not concerned with the development of 

and community action. It is to this latter objective that the second major goal 

of NSC is directed. 

Community Action 

A point of historical contrast between mental health and swial action 
models is that the former have functioned primarily within formal and exirt- 
ine institutional structures, whereas the latter are more likely to deal wi 
informal elements of the community at large, to activate large numbers of 
individuals, and to energize self-helping orientations and self-improvement. 
The soeial action approach activates pressure, militant or otherwise, from 

outside (Peck, Kaplan, & Roman, 1966). 

It is interesting to note that Caplan (1964), whose preventive psychiatry 
framework has provided much of the conceptual base for the present chapter, 
deSnes social action in terms of affecting administrative policy; 

Social action is the name given to efforts to modify polmtal and ^lal 
levUlative and regulatory actions in the health, education, welfare, correenmah 
and religious fiell so as to improve on a community-wide scale the prOTision 
basic physical, psychosocial, and sociocultural supplies and the oigarazation of 
^w cesTheb people cope with crises. The mental health s^ciaW offers con- 
rultarion m legXom and adminis.ra.ors and collaborates with other cinzens m 
influencing governmental agencies to change laws and regulations (p. 56). 

Caplan’s system has not developed the role of community action from 
below as a major positive instrument for influencing mental health and a 
strategic element in prevention of emotional disorder. Indeed, relatively ew 
mental health professionals have given much attennon to the role of co - 
munity action. The NSC, as a structure, and the use of nonprofessionals, 
personnel, allow for the much fuller development of community actiom 

The mental health movement characteristically has been concerned with 
the integration and organization of supplies from above; hence the critique of 
the fragLntation of services and the stress on providing continuity and inte- 
gration Caplan is primarily concerned with supplies as the above quoB ion 
indicates. By contrast, Reiff (1964) is concerned with the development of 
“effective dLand,” and the community action section of the Economic 
Opportunity Act is oriented toward the development of community amand 
from below. It is noteworthy that the anti-poverty movement is largely con- 
cerned with the therapeutic aspects of this community development-wnh 
self-help and the like-and is less concerned with the development of m- 
munity action in the direction of institutional change. This reflects the 
anti-poverty focus on changing people rather than institutions Jhe g^l n 
more in the direction of sociotherapy rather than .nstrtutional change. Wh le 
we recognize the potential value of sociotherapy, we believe that in order for 
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action to be fully effective at a therapeutic level it must have a direction. The 
particular direction that we shall suggest later is institutional change of a 
certain type. 

Caplan (1964) has noted that preventive psychiatry is fundamentally 
concerned with affecting rates of disorder. In this sense it is sociological in 
the Durkheimian tradition, not directed toward the individual. Durkheim 
(1952), and his followers, long ago noted that rates of pathology and other 
social facts could be varied as a reflection of other social phenomena. In par- 
ticular, Durkheim observed that one type of pathology, namely suicide, varied 
inversely with the social cohesion of the group; thus, suicide rates were 
greater among urban groups, divorced individuals, people whose economic 
status had changed rapidly, and so on. More recently, Leighton (1965) has 
noted that more integrated communities appear to be less subject to mental 
stress and mental illness. Social cohesion, of course, is only one community 
relevant variable that might be treated, and it does not affect all types of 
disorder equally. In fact, there are certain types of disorder which may not be 
significantly affected at all by varying the cohesion of a community. It is of 
interest to note that suicide rates are relatively low in the Harlem community, 
while other forms of social pathology, e.g., drug addiction, are high. Increas- 
ing cohesion, however, should not only limit pathology but should also pro- 
vide increased positive mental health, greater autonomy, independence, and 
the like. 

Another community-relevant variable which might be effectively manipu- 
lated in a similar fashion is the ’nvolvement of the community in local issues. 
These can vary from clean-up campaigns to the reduction of violence or 
anti-drug approaches to social and political issues. Preston Wilcox in East 
Harlem has developed a self-help approach oriented toward some of these 
issues largely in a nonpolitical and nonconflict format (Sexton, 1965). On the 
other hand, as Riessman (1965c) has observed, Saul Alinsky has emphasized 
the stimulation of conflict which is to be directed toward some local enemy. 
Alinsky’s follov/ers have claimed marked sociotherapeutic results as well as 
the reduction of crime and delinquency in areas he has organized— in par- 
ticular, the Woodlawn Organization (TWO) in Chicago. One of the mecha- 
nisms that may be operative here is the elimination of the little “rumbles” by 
making one great big “rumble”; that is, turning attention and hostility toward 
a common enemy outside the community. Both Haggstrom (1964) and Sil- 
berman (1964), in discussing the Alinsky approach, have emphasized the 
importance of social action in developing the dignity of the poor, reducing 
apathy, and the like. 

There are a number of dangers in the sociotherapeutic approach which 
should be mentioned before going further. Most of its advocates generally 
suggest social and political goals of a liberal or progressive character, e.g., 
civil rights, rent strikes, campaigns against consumer fraud, and so on. It 
should be noted, however, that it might be possible to have highly reactionary 
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programs which are also sociotherapeutic. ReilP has argued 

dial the Nazi movement in Germany had sociotherapeutic effec y 

of the people involved in it. Another issue which must be considered 

in Iny proU w>>ich is mounted, the sociotherapeutic effectiveness de^ 

upon cTreM planning to assure that the program has jd a^ 

limited success. It is important that such programs be sustained and sp , 

Sr^tL commuLy, and not be short-lived. Otherwise the gams will 

be short-lived, and cynicism and disappointment will set in. 

We believe that an NSC program has something to learn from cert 
sociotherapeutic aspects of Alinsky’s approach, but his focus “ j 

limits from our viewpoint. For the most part, Alinsky has focused on and 
helped to organize the potentially militant sections of the 
prone to accept the conBict position he advocates. In ^ 

^r people will come forward when grievances are stressed, and no 
^wlTto stir their anger. But we suspect that these people represent the 
potential “actives” of the community. By contrast, there are large segments 
rcommunities of the poor who are left untouched and unmoved by mill- 

OrraSing the inactive poor, sometimes called the apathetic po®'’ “ 
much mme difficult task dian organizing 

poor. It is out contention that the former can be best appealed to initially on 
ffie basis of individual service rather than militant group action. After provi 
sewTce for them, these individuals can be drawn into smal group 

of an informal type; initially these groups 

the people being served. Their meetings ate highly informal and pnmatily 
sLa in terms of the nature of the interaction. Later on, these group meet 
in the NSC, which is characterized by informality and staffed y P“P ® 
the neighborhood. The indigenous nonptofessionals lead meetings th 
I.- 1-1 ° -ol in rharacter These groups work toward obtaining improved 
sefvice^for the members of the community and influencing institutional 
change in the service-providing agencies. This is the long-run ‘ ® 
diate^objective would be the development of various types o g P , 

social groups, service groups, task-oriented groups. 

The sLotherapitic goal is the development of cohesion, 
and independence and the reduction of isolation, apthy, and P<-verkssn^. 
The means for the achievement of this goal is the utilization o mdividua 
service, group service, and community meetings and the development 

™"TiXLtd“h" h^ of the NSC and its nonprofessional staffing 

are espcially appropriate for the development of this typ of sociotheraputic 
programming. The following outline of a community action m^el represents 
In Lempt to formulate the program in relation to six phases of development. 

Personal communication. 
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the first phase involving the recruitment and training of the nonprofessionals 
who are primarily responsible for the implementation of the later phases. 

A New Community Action Model 

This new approach to community action is proposed in order to 
involve segments of the poor hitherto unreached by either service programs 
or protest social action groups. The objective is to engage this population in a 
graduated series of tasks of increasing complexity, beginning with individual 
service and moving through five phases toward involvement in large-scale 
community action. 

The target population is composed of segments of the poor who are most 
in need of services, have been least active in their own behalf, are least 
responsive to militant, conflict-centered appeals, and have limited experience 
with meetings, organized activity, and formal leadership. 

Our assumption is that previous social action approaches have failed 
because they have not started where the poor are. The programs were not 
begun in relation to the service needs of the population concerned. On the 
other hand, service-oriented approach<"3 have also typically failed with this 
population because of a lack of direction and development; that is, the 
approaches were largely oriented toward providing individual ."ervices for the 
people involved but were not aimed at moving them toward group activity, 
stages of community action, and leadership development. In other words, 
there has been a bifurcation of service and social action approaches. This is 
most evident in the programming of Mobilization for Youth, where the Com- 
munity Organization and the Neighborhood Service Center approaches were, 
in the main, separated from each other. We believe that the form of service- 
based social action to be outlined is most appropriate for government-sup- 
ported projects, since it is likely to produce the least political backlash of any 
type of social action. 

The proposed program is based on an attempted integration of projects 
and concepts such as Mobilization for Youth’s Parent Education Program 
developed by Dowery as distinguished from its other more militant com- 
munity organization programs (Riessman, 1964), the self-help concepts for- 
mulated in particular by Preston Wilcox (Sexton, 1965), applications of 
small group theory and technology to social change, as enunciated by Peck, 
Kaplan, and Roman (1965), and the utilization of the style and know-how 
of indigenous personnel (Brager, 1965). The approach is in sharp contrast 
with the community mobilization, protest social action approaches of Alinsky 
and Mobilization for Youth. The model is outlined in a six-phase plan as 
listed below for an NSC program functioning in a mental health context. 



Phase One: Recruitment and Training of Nonprofessional Mental Health 
Aides. The nonprofessional mental health aides are such a fundamental part 
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of the functioning of the NSC program that it may be useful to su^ey 
briefly some aspects of tbe recruitment, selection, and training of tbe gro p. 

recmiting was done largely through the formal -d -nforma 
aoencies of the community, local radio stations, comrnunity rneetings, the 
state employment services, JOIN, and so on. We inuicated that we were 
looking L "'•’o neighborhood and would like to work 

with pwple^nd^ that we did not requite completion of a ‘>‘8^ 

tion Forty-five people applied for the positions, and six of these wre 

ma"ely Xed L the initial training program. The selection procedure was 

as follows; 

1 A large meeting of all the applicants was held at which we described 
the job, indicated personnel practices, salary, and so on, and answered 

2 The next phase consisted of group interviews in which the total 

group was broken down into groups of ten or eleven individuals. 
These interviews were held in a room which had a one-way screen 
behind which sat four judges; a psychologist, a social worker, a psy- 
chiatrist, and a nurse. The group interview was f ^ 

people and was directed toward ascertaining the candidates attitu 
toward the neighhorhood-whether or not they rejected ‘ ® 

who lived in the neighhothood; attitudes toward people on welfare 
feelings about discrimination, minority groups, disturW people, .nd 
so on. The judges observed the group process and rated the applicants 
with regard to the following characteristics: empathy, attitude toward 
authority, comfort in a group, ability to communicate ideas and feel- 
ings, trainability and flexibility, capacity for self-awareness, reaction 
to stress, pathology, and relevant work and life experience. 

We were particularly concerned that the people we selected be “bridge” 
^ple; thaf is, be able to communicate with ourselves, with the professionals, 

and with the people in the neighborhood. 

3. From the four original groups, a further group was selected for 

4. An tdS Tnterview was held for candidates about whom there 
was still doubt. 

The training program was divided into three phrases; 

1 A pre-joh period of three weeks in which the training was based at 
the Lincoln Hospital Mental Health Clinic. The emphasis was on 
operational tasks such as community surveys, 

with families, assisting the intake team at *e h»p.tal visiB o 
various agencies such as the Department of Welfare, t..e Police 
Department, the schools and so on. Job stimulation and role playing 
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were cenwl feamres of ^aH^nteed byX 

very little didactic presentat.on_ The “'"'"8 , Ml 

NSC staff, including two psychologists and th ^ 

had considerable experience in training, 

specific experience in the training of were 

2. F^Uowing the thi*e-week ^alf of their time was 

placed at the NSC for a period of „,her halt 

devoted to bpecific service to resi en on-the-iob experi- 

was spent in further training based "O'" ^ ^ ^ Jthe 

Ices Thus, the center was open for o" 0 -balf o the day, 
aides actually functioned fully m this perio ^o^ 

3. Ongoing training takes place i one-fifth of the week is 

ope'n an^d in full operation f^rthe, 

spent on systematic training t P ngoole Once a week 

uMerstanding of and identifying of men^^ty J/Xg coordinator 
the aides participate in.a group meet ng ® pri„. 

,0 discuss their on-the-,ob supervision 

dples and learn additional Wperjchnique^^ 

is supplied by the director f p^^^ to use the 

scheduled conferences, the aides nav vv 

supervisor on an as-needed basis. 

Use Two: Basic Individual of the com- 

rofessional workers have as their fo j^sence of the NSC. Major 

aunity and service and to the provision 

asks of the center itself relate t p escorting people, 

a r™..» 1-"'" 

“■fS s-r i.’ *. p-srsw » -T5 

about community resouices, abou g . interviewing skills 

red tape, about stimuUting clients to j h^s to be enlarged 

have m be learned. The role ® , e„d emoHonal support 

upon to enable the workers to provide the Lstening 

necessary for psychosocial first aid. 

Phase Three: Small preparation for 

and developing leadership. 
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The training needs at this stage relate to the development of groups, 
home visits and follow-up, the spotting of leaders, the deepening of counsel- 
ing approaches, and further psychological understanding. 

Phase Four: The Community Meeting and Task-Oriented Groups. The 
emphasis in this phase is directed toward the development of various types 
of more organized group activity. The functions of the nonprofessional involve 
organizing the community meeting— informal, social dimensions and task- 
oriented aspects; starting service groups and task-oriented groups; developing 
campaigns, particularly in relation to under-utilized health services, the use 
of surplus foods, and registration of children in preschool programs. 

The training needs at this stage relate to providing skills for developing 
committees, preparing people to participate in other organizations, e.g., PTA 
meetings, and planning campaigns. 

Phase Five: Intergroup Programs. The emphasis in this phase is on relating 
the committees and groups developed at the NSC to other groups and forces 
in the community. Leadership development, an extremely imporWnt phase of 
the program, is facilitated through combining with other agencies, planning 
councils, and community groups on a larger community action basis; planning 
community action in relation to services which are not under-utilized and 
where there may be some political backlash (e.g., welfare, schools, etc.); for- 
mal leadership training development, knowledge of service-giving techniques, 
participation on advisory committees, special counseling, and clinical assist- 
ance where necessary. 

Training needs here relate to community action skills, the development 
of “meeting” tactics at a higher level, leadership training techniques, and 
methods of “teaching” low-income people. 

Phase Six: Institutional Change. This final phase, to be elaborated on more 
fully in the next major section of the chapter, is concerned with coordmating 
community action programs throughout the city and country. The open 
conspiracy openly arrived at” calls for bringing together representatives of 
community action projects from diverse places who have problems in common, 
the solution of which requires the development of programs in relation to 
employment, welfare, and housing on a national scale. This is a long-run 

objective. 

Institutional Change 

In order for the sociotherapeutic effects of community action to be 
other than temporary, the program must have achievable objectives; and some 
of these objectives must, in fact, be achieved in a reasonable period of time. 
School boycotts that do not produce changes in the schools can have socio- 
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therapeutic effects of only short duration. Moreover, the disillusion that sets 
in from repeated failure may have consequences that far outweigh the short- 
lived sociotherapeutic effects. 

It is not difficult to establish and achieve certain short-run aims: under- 
utilized services such as prenatal care can be better utilized through organized 
group-oriented campaigns; self-help projects directed toward clean-up cam- 
paigns, renovating vacant lots, etc. are eminently achievable. There is no 
question that the system” has considerable "give” in it, and it is the respon- 
sibility of community action programs to assess this “give” and maximize it. 

But there comes a point where in order for the community action pro- 
gram to have continued momentum, larger, more fundamental changes are 
necessary. The question arises as to which of these changes falls within the 
province of a mental health oriented agency supported by public funds. We 
believe that it is appropriate for an NSC program to seek institutional changes 
in public and private agencies that will enable them to provide improved, 
integrated service. A widely held mental health aim today is directed toward 
more continuous:, coordinated, comprehensive service. Hence, changes in poli- 
cies, practices, and structure in relation to the service-providing agencies 
would seem to be an appropriate aim. This objective is consistent with the 
overall mental health orientation of the Lincoln Hospital Mental Health 
Services and seems necessary if the war against poverty is to have any large 
meaning. 

However, the goal of institutional change is less intrinsically related to 
the structure and character of the NSC program than is the direct service 
goal or the development of community action. The center is, by its very 
nature, related to the development of demand by the people in their own 
locale. It is less immediately related to the formal agencies of the community. 
Of course, it is necessary to relate to these agencies in order to expedite serv- 
ice, but this requires a reaching out by the NSC. Its more natural function 
relates to the people in the area, not to the institutions. Even when it reaches 
out to the institutions, this is by way of expediting service rather than institu- 
tional change. Providing service and developing community action are, thus, 
seen as objectives that are more intrinsic to the NSC, while institutional 
change is somewhat more extrinsic and, to some extent, appended. Neverthe- 
less, for the reasons cited above, we feel that it is a necessary aim if we are 
to develop service to new levels and provide a meaningful long-run objective 
for the community action program. To be fully effective, the NSC orientation 
toward institutional change should probably be placed in the context of the 
larger parent group, in this case the Lincoln Hospital Mental Health Services 
and its network of influence. The strategy and technology of the parent group 
is more definitely directed toward institutional change (Peck et al., 1965). 

There are, however, a number of dimensions of the NSC itself which 
bring it into the arena of institutional change, at least indirectly. First, its 
very existence upsets the equilibrium of the agency system. By its very nature 
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it makes new demands with regard to the distribution and organization of 
services by the other agencies in the community. Its mandate from the Office 
of Economic Opportunity provides a legitimacy for its service demand and 
role in the community. Moreover, it does not simply treat its “customers” as 
consumers of service, but organizes them as group members, citizens, demand- 
ers of service. Its community action dimension provides a powerful lever for 
institutional change. 

It cannot be emphasized enough that the present anti-poverty climate 
provides further implicit power for the NSC. The center’s mandate seems to 
require the improvement of services, and it has certain sources of power for 
implementing the betterment of these services. For example, it has fairly easy 
access to publicity and thus can play a type of watchdog role, making known 
its complaints about the inadequacy of service to the poor. 

Moreover, the stance of the NSC program represents something of a 
third force, suggesting that it is an intercessor or mediator between the people 
and the agency decision makers. The NSC does, in fact, stand midway 
between these, two forces, much nearer to the neighborhood people than any 
other agency, and nearer to the agencies than any other community organized 
group. While it has special power deriving from this position, there are attend- 
ant limitations. A protest social action group, which lies further away from 
the agencies, has force that the NSC does not possess. On the other hand, 
the social action group does not have the mediation potential of the NSC. 
The NSC can also affect institutions in the community via an imitation or 
contagion effect. We have observed that a variety of group-serving agencies 
in the area have requested guidance in establishing smaller NSC programs. 

There are many paths by which institutional change can be introduced 
into the community by means of the NSC program. The power of the NSC 
to provide assistance to other agencies in the community, via the service and 
expediting it provides, can serve to influence, reciprocally, the responses and 
rules of these agencies. Thus, the Welfare Department might be persuaded 
to provide for consolidated caseloads with a welfare worker based in one NSC 
and serving the center’s area. A similar development could be achieved with 
other agencies, such as housing. JOIN— Jobs in the Neighborhood— estab- 
lished such a relationship with the first NSC. 

To the extent that the NSC program utilizes a legal approach, such as 
that developed at Mobilization for Youth, it has the possibility of fostering 
institutional change through the use of the law. Mobilization for Youth is 
attempting to make significant changes in Department of Welfare practices 
by taking specific ca«es to court. It should be noted that the legal approach 
does not require an NSC. It is neither a natural outgrowth nor a necessary 
development of the NSC program. Nevertheless, it may be extremely useful 
as an added feature. 

Insofar as the NSC, in its community action role, develops leaders in the 
community, it indirectly produces a force related to institutional change. 
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rinally, it should be noted that the NSC itself might become a permanent 
new institution in the community. It can and should perpetuate itself as a 
new force in the service development of the community. By so doing, all the 
practices and policies that it develops become part of the institutional fabric 
of the area. 

Any program such as we have described must plan for the continued 
development and motion of people. Plans must be developed not only for the 
high periods of excitement and intense activity but also for the low periods 
in which there is an ebb in motivation and concrete action. New activities 
must be planned for different stages— in the early phases, the small groups and 
social types of activity which are more informal in character; later, the service 
groups, the task-oriented groups, the community meetings, the campaigns, etc. 
It is only through this type of planning that the involvement of the poor can 
be developed and maintained. These plans must also include the recognition 
that many people will not move along through all the various phases and 
that these people must not be lost. The community’s development is uneven, 
and we cannot demand that everyone become involved in intense campaigns. 
People must have the possibility of maintaining their involvement and 
attachment to the groups that are formed, and various roles must be developed 
that they can fulRll other than through their becoming leaders. 

The impact of institutional change on mental health is somewhat more 
indirect than the sociotherapeutic effects of community action or the stress- 
reducing effects of added or improved service. Intervention at the "top” takes 
time to develop; and its effects on mental health, while perhaps more per- 
vasive, are more delayed than is direct functioning in groups aimed toward 
greater cohesion. The latter probably has more immediate mental health-pro- 
ducing properties, ft is important, however, that community action not 
simply endeavor to be a therapeutic process in and of itself, but actually 
achieve some changes in the system that have long-run mental health con- 
sequences. 

OTHER NSC GOALS: SECONDARY AND 
TERTIARY PREVENTION 

There are various possible models for the mental health-oriented 
NSC. One way of viewing the possibilities relates to whether the center is 
to be concerned mainly with primary prevention, secondary prevention, or 
tertiary prevention. The model described above is principally concerned with 
primary prevention. The tasks of the aides are related to this goal, as is their 
recruitment, selection, and training. The NSC oriented toward secondary 
prevention and tertiary prevention would develop very different programs and 
correctively would have different recruitment, selection, and training pro- 
cedures. 

Secondary prevention-focused centers, since they would be concerned 
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with early case finding and rapid referral, would have to train the mental 
health aides much more fully to detect the signs of pathology, to persuade 
clients to utilize clinical facilities, and to serve in holding actions or other 
interventions where these facilities were not available. Twenty-four hour 
emergency service at such an NSC might be indispensable in order to catch 
people at the poirt of crisis and provide immediate assistance, both of the 
first-aid type as well as the clinical referral that would be expedited and fol- 
lowed up by the aides. There is the possibility that the referral sources in the 
community may be limited, and therefore a secondary prevention-oriented 
program might uncover more cases than could be adequately treated by the 
existing clinical facilities. Under these circumstances, a secondary prevention 
program might consider adding to the treatment technology or intervention 
skills of the mental health aides themselves. Here the aides would not merely 
provide psychosocial first aid but would expand their skills and move toward 
various types of counseling, group approaches, etc. The aides might be 
trained in how to coordinate with mental health specialists, who would appear 
at the NSC weekly to conduct specialized diagnostic work, prescribe drugs, 
and so on. In addition, the aides might be trained as group therapy assistants, 
thereby expanding the efficiency of professional personnel. In this model, the 
NSC begins to approach a neighborhood mental health clinic. 

While it is possible to develop an NSC orientation which focuses on 
finding the ill members of the community and institutes some intervention 
as rapidly as possible, there are some special issues that have to be confronted 
in doing this. First, if the NSC becomes known as a clinic for emotional 
problems, there is the possibility that the neighborhood will focus more on 
these problems; people to some extent may develop the appropriate sympto- 
matology in order to receive service, and the community action orientation 
may be reduced. Community people and social agencies alike may find and 
refer far more people with emotional problems. It is interesting to note that 
as the first NSC becomes known for its mental health aides and mental 
health back-up orientation, social agencies in this community increasingly 
refer more and more people with psychological problems. As yet, this form 
of referral has not taken place from among the population of the area itself. 
In other words it is the external caretakers, not the internal ones, who are 
referring clinical cases so far. 

It is noteworthy that in the early days of the operation of the. Benjamin 
Rush Clinic in Los Angeles, hundreds of low-income people waited in long 
lines to receive crisis-oriented, short-term therapy after the newspapers had 
announced that such treatment was available at low cost. The question 
remains whether it is useful to a community to select this emphasis and appeal. 

It might be argued that large numbers of people in the low-income 
community have ego defects and therefore have need for therapeutic inter- 
vention. In this formulation, secondary prevention is carried considerably 
beyond the public health model espoused by Caplan (1964). Caplan is 
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mainly concerned with case finding, rapid referral, and treatment of actual 
disorders; he wishes to reduce the prevalence of mental illness, not underlying 
pathology, and he aims to do this by reducing the length and intensity of the 
disorder by means of early detection. 

There is no necessary reason, of course, why clinically oriented treat- 
ment as well as other forms of intervention (environmental manipulation, 
involvement in social groups, etc.) cannot be made available for people with 
emotional disturbance at the same time that other problems— health, housing, 
and the like— are dealt with and perhaps even emphasized at the NSC. 

The question remains whether the treatment technology to be provided 
through an NSC program for the psychologically disturbed should consist of 
counseling, group therapy, and the like, or whether the emphasis should be 
more on social forms of intervention— involvement of people in various types 
of groups, etc. If the latter is the case, the training of the aides and the pro- 
gram of the center would be of a different character. In this model, although 
the aim would be the reduction of pathology, the methodology would not be 
clinical. It is clear, of course, that for different . ntts <1 pathology, different 
intervention patterns would be necessary. We are not gesting that socio- 
therapeutic methods can be equally effective with all types of illness. What is 
less clear, however, is whether the NSC is an appropriate place for the 
extended utilization of technologies other than sociotherapeutic ones. 

A related issue that arises is whether it is possible to train mental health 
aides in a wide range of skills— whether they can, in fact, be generalists. Is it 
likely that the same nonprofessional can develop community action skills and 
clinical skills, or is it more appropriate to think of different aides developing 
different repertoires depending on their personalities, previous backgrounds, 
and the training that is introduced to develop these latent abilities? Moreover, 
the approach to nonprofessionals which emphasizes the development of their 
style, neighborhood “know-how,” basic approach to people— their “subjectiv- 
ity”— and peership would seem to be less relevant in terms of development of 
specific therapeutic skills. From the viewpoint of counteracting the mental 
health manpower shortage, it may be useful to develop nonprofessionals as 
group therapy assistants and the like, but it does not particularly take advan- 
tage of the nonprofessional’s neighborhood base, history, and background. 

In the tertiary prevention model, the NSC could serve as a rehabilitation 
base for aftercare groups, keep-in-touch clubs, etc. Social groups of various 
kinds could meet at the center with the aides playing an important role in 
working with these groups, always supervised and perhaps assisted by judi- 
cious, periodic use of professional personnel— personnel that need not neces- 
sarily be stationed at the center. The aides might serve a strategic role helping 
the returning patient to relate to his family and the community. Home visits 
could be made to the patients’ families to help them prepare for the returnees. 
The mental health aides could also work with the patient upon his return and 
assist him in becoming involved in the community. We believe that it would 
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be uneconomical for an NSC program to devote itself entirely to tertiary 

f mSyTbra ISg'^NSC a7pr "whereby so™ 

pIlX^eventllTserves in an adjunctive fashion as a rehabilitation 
“both the secondary and tertiary prevention models, the involvement 

hollc A™yn»w awl otkr a^lai ^ ™ be u«d w a 

are closely allied. 



Conclusion 

The Neighborhood Service Center (NSC) is an innovative struc- 
ture directed toward providing a more effective 
disadvantaged people. The present program is a product of he cro 
tion of two distinct orientations; a preveirtive approach “ 
nroblems and comtmmily ncliou. Its three unique features include staffi g y 

te *-lj. a »™d b, .1. 

cohesion within a specific area-in this case tne 

center; and to effect certain institutional changes of yP® 

to the’ service-providing agencies of the of 

An important feature of the program is its Center are 

the five nonprofessionals working in one Neig or oo er i 

tTt^i afe, ke rent for the store, and all other expenses, total less 

'■'’“ShrNSC model presented here is mainly focu^ on primary 
prevention efforts, some 

models which emphasize secondary and tertiary preventi 
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training, and functions of center workers would vary considerably under the 
latter two orientations. The NSC approach is viewed as a viable and neces- 
sary approach to the menial health problems of the poor. 
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Introduction 



The age of poverty is borne out in the history of man. Yet we 
have suddenly entered an age of growing concern about the poor (Harring- 
ton, 1962; May, 1964; Schorr, 1963). Poverty, together with all of its socio- 
economic implications, has become the concern of science as well as of 
government, as witnessed in the rapid development of the behavioral sciences. 
Social scientists in general, and psychiatrists in particular, are 
increasingly alarmed by the magnitude and complexity of the mental health 
problems which this group poses, particularly in the heart of our 
centers. Several studies (Auld & Myers, 1954; Hollingshead & Redlich, 1958; 
Hunt, 1960; Imber, Nash, & Stone, 1955; Myers & Schaffer, 1954; Winder & 
Hersko, 1955) have served to point out discrepancies in psychiatric service 
to different segments of the population and the ineffectiveness of classical 
models and methods to cope adequately with certain problems. Most strik- 
ingly inadequate is the psychiatric care provided to the i^r. McMahon 
(1964) summarizes the problem very well in his statement. The lower one 
finds himself on the social class ladder, the more unavailable does effective 
psychiatric care become” (p. 284). 

In their classical study, Paris and Dunham (1939) found a decrease of 
psychiatric hospital admission rates for schizophrenia and personality disorders 



■I wish to thank Maty Lynch for her valuable 
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as one proceeded from the center of the city outward. Because of methodo- 
logical difficulties it is not possible to relate community-wide surveys of m^tal 
diLder directly to the studies of psychiatric service. Studies such as the Mid- 
town project (Srole, Langner, Michael, Opler, & Rennie, 1962) indicate, 
however, that the prevalence of mental disorder is higher in the bwer-income 
groups and thac the distribution of admission rates does not ^ 

increased utilization of services by this group. Hollingshead and Redhch 
0958) in their well-known study, further demonstrated that both prevalence 
of treatU mental illness and the type of psychiatric care received are directly 
related to social class variables. It should be noted that there are t ose w o 
dispute the findings of higher rates of mental disorder in the 
claLs and contend that these rates are biased by our definition of mental 
disorder and by the middle-class orientation of the investigators Chavis, 1^3 , 
Gursslin, Hunt, & Roach, 1964). Studies also have noted that economic 
factors are not solely responsible for ineffective care to the lower c asses, 
clinics, mainly designed to care for these groups, have failed in their ventur 

(Brill & Storrow, 1960; Schaffer & Myers, 1954). 

Many people working in the fields of human behavior have btconie 

aware not only of our lack of knowledge in many areas but of our hesitation 
or inability to put to efficient use that knowledge which we already possess 
(Brill & Storrow, I960; Hollingshead & Redlich, 1958; Myers & Scha er, 
1954). The following presentation of data from the psychiatric case register 
of Monroe County, New York, describes a longitudinal view of the psychi- 
atric services provided to patients from upper and lower socioeconomic areas 
of the county, with particular reference to a comparison of rates of diagnose 
mental disorder in those areas.=^ We will then present an attempt to oridge 
the gap between such knowledge and its application in a description of a 
project organized to provide psychiatrically guided services to population seg- 
ments which need, but often do not now receive, adequate psychosocial help. 
In addition, we will discuss some of the difficulties encountered when wor - 
ing within the framework of present community organization. Finally, we 
will discuss our own views of a holistic approach to this problem. 



The Register Study 

A case register of the psychiatric services provided to the residents 
of Monroe County, New York, was initiated in January, 1960. A compre- 
hensive description of the goals and the operation of the register has been 
presented elsewhere (Gardner, Miles, Bahn, & Romano, 1963; Gardner 
Miles, Iker, & Romano, 1963). Essential demographic, diagnostic, and treat- 

3 Figures 1, 2, 3, 4, 5 are from the compwative study of psychiatric services for 
low-, middle-, and high-income areas in Monroe County, New York. 
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ment information is reported to this central file upon initiation of service by 
any of the following facilities, which comprise an almost complete range of 
traditional psychiatric service: a state hospital and its outpatient services; the 
inpatient, clinic, and emergency department services of a university hospital; 
an acute observation unit; a Veterans Administration hospital and clinic; a 
children’s residential treatment center; an alcoholism clinic; two cmld guid- 
ance clinics; and about fifty-five psychiatrists who spend varying portions of 
their time in private practice. Since January, I960, all but an estimated 3% 
of the county residents seen for psychiatric care have been reported to the 

register. , , . c • 

In utilizing the case register to study the usual service pattern tor resi- 

dents of the inner city, we first selected all patients with or without a history 
of psychiatric care prior to January, 1960, who were reported between January 
1 1960 and December 31, 1962 In our subsequent discussion we shall be 
rktring to diagnosed mental disorder and not all mental disorder within 
any particular population. Because a person may have more than one episode 
of psychiatric service^ and because he may receive more than one diagnostic 
impression for each episode, we utilised a priority system in assigning an 
individual to one of three broad diagnostic categories. First priority was given 
to the diagnosis of schizophrenia, second priority to chronic brain syndrome, 
and lasr priority to any other category. We have included the diagnoses of 
affective psychoses within the broad category of “others” due to the insignifi- 
cant rates of these diagnoses tor the inner city tracts, particularly among the 
Negro population. 

The address for each individual is assigned to a census tract, and pri- 
ority was given to the inner city tracts in instances of multiple addresses 
during a succession of psychiatric contacts. We first selected the census tracts 
which comprised four out of five settlement house districts within the city of 
Rochester, New York. The fifth district, which differed considerably from 
the others, was included with the remainder of the city. It soon became ap- 
parent, however, that these four settlement areas contained a socially hetero- 
geneous population; using selected socioeconomic and demographic character- 
istics, five census tracts from within these four settlement areas were selected 
in an attempt to provide a more homogeneous population. These five tracts 
will be referred to as the study area. For comparative purposes, two o^er 
areas were selected and designated as control area I and control area II. T e 
location of the settlement districts and the smaller groupings of census tracts 
selected for study are shown in Figure 1, while Figures 2 and 3 depict some 
pertinent socioeconomic and demographic characteristics of the se ecte areas. 



4 The terms episode of service and contact will be used synonymously throughout 
the paper. They refer to any one complete continuous peri^ of psychatric service m 
a LsS unit, a clinic, or with one psychiatrist in private office care. These terms may 
refer, therefore, to one or more outpatient visits. 




Baden Street Settlement — 11, 12, 13, 14, half of 15 

Genesee Street Settlement —43, 53, 55, 56, half of 15 

Lewis Street Center — 44, 45, 09 

Montgomery Neighborhood — 3, 4, 26, 27, 64, 65, 66, 67 
Center 

Figure 1. Geographic Location of Study and Control Areas in 
the City of Rochester, New York, and Vicinity. 
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Figure 2. Selected Socioeconomic and Demographic Ch”a^^ 
istics from 1960 Census for Study Areas, Monroe oun y, 

York. 



Table 1 presents the population distribution by area and race based on IW 
«nst d^A note^trom the selected socioeconomic and demograph, 

har^ristics in Figures 2 and 3. the study area 
deteriorated area with a two-thirds nonwhite population; control area 
control area II are characterized by average and high-income levels, tespec- 
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Dilapidated Housing 




KEY TO STUDY AREAS 

A — Selected Study Area 
B — Settlement Aieas 
C — Control Area I 
D — Control Area II 
MC — Monroe County 
R — Rochester 



Figure 3. Selected Socioeconomic and Demographic Character- 
istics from 1960 Census for Study Areas, Monroe County, New 
York. 



tively. Thus, the settlement districts and the three selected areas range from 
the low to high points along socioeconomic and demographic parameters. 
The 1960 census data and our own direct observations of the areas have 
shown that the study area and the two control areas, respectively, each pro- 
vided a fairly homogeneous population sample. 
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Table 1. Comparative Study of Psychiatric &™ces for Low-^ 
Middle-, and High-Income Areas in Monroe County, New York 



AREAS OF STUDY 

MONROE COUNT'! 

Rochester 

Balance of County 



POPULATION 

586,387 

318,611 

267,776 


% NON- 
WHITE 

4.3 

7.6 

0.3 


% WHITE 

95.7 
92.4 

99.7 


64,252 


32.2 


67.8 


13,751 


69.0 


31.0 


15,019 


0.01 


99.99 


14,005 


0.1 


99.9 



Settlement Areas 
Selected “Study Area 
(Low-Income) 

Control Area I 
(Middle-Income) 

Control Area II 
(High-Income) 

PSYCHIATRIC SERVICE: CROSS-SECTIONAL 
PATTERNS 

Figures 4 and 5 compare the rales by broad f 
all oersons admitted to psychiatric service during the y^rs >960-1962. As 
noted in other smdies, the rates'-' of diagnosed mental disorder are ^e 
for the inner city and become progressively lower as we proceed toward the 
lutlvtg are s ™s differential becomes even more striking when one 
he 2 hlogeneous tracts within the inner city and 
two groups of peripheral tracts. The contrast 

the tL cLtrol areas is most marked in the rates for schizophrenics and alco 
holies Thus in our study of total psychiatric service, both inpatient and o 
p:tirnt we lind a distribu'tion com^rable to that noted by Paris and Dunham 

(1939) in their study of 2.3% of the county 

Te tom the settlement areas. Although the latter compnse only ^9% o 
Jych?a"ric and 2 irrtee”^«ol"i^^ « 

of the adult Ldement area population had a psychiatric contact during this 
three-year period. 

5 These rates and all other rates presented in the figures or tables are age adjusted 
to the 1960 United States population. 
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Schizophrenia 




KEY TO STUDY AREAS 



A — Settiement Areas 
B — Rochester, Exciuding Settlement Areas 
C — Monroe County, Excluding R'-chester 
D — Selected Study Area 
E — Control Area I 
F — Control Area II 



Figure 4. Comparison of Rates of Schizophrenic and Chronic 
Brain Syndrome for Persons from Areas of Study, Admitted to 
Psychiatric Service, 1960-1962. 

Within the settlement areas, and particularly for the study area, the 
rates of psychiatric service are higher for whites than for nonwhites (18.4 
versus 13.2 per 1000 of the study area population). The same differential is 
noted within each diagnostic category. However, a contrast obtains for the 
remainder of the city, excluding the settlement areas, where the rates of 
diagnosed mental disorder are higher for nonwhites than for whites (12.8 per 
1000 versus 8.9 per 1000). This, too, is similar to the findings of Paris and 
Dunham (1939). 

PSYCHIATRIC SERVICE: LONGITUDINAL 
PATTERNS 

To study further the pattern of psychiatric care, we selected two sub- 
groups of patients, one from the study area, and another from the two control 
areas combined. From each area we selected persons reported to the register 
between January 1, 1960, and June 30, 1962, eliminating those with a diag- 
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KEY TO STUDY AREAS 

A — Settlement Areas 
B — Rochester, Excluding Settlement Areas 
C — Monroe County, Excluding Rochester 
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E — Control Area I 
F — Control Area II 

Figure 5. Comparison of Rates of Diagnostic Category “Other” 
With and Without Alcoholism for Persons from Areas of Study, 
Admitted to Psychiatric Service, 1960-1962. 



nosis of chronic brain syndrome or affective psychosis and anyone with a 
history of psychiatric contact prior to January 1, 1960. The relatively high 
mortality rate in the chronic brain syndrome group distorts any longitudinal 
survey of their psychiatric care. Both groups were followed through the 
register for an eighteen-month period for subsequent psychiatric care. 

During the one and one-half year period, 25 1 patients from the 
area and 358 patients from the control areas met the criteria, with 67 fhd 52 
persons, respectively, receiving a diagnosis of schizophrenia. The remainder 
were diagnosed as nonpsychotic. 

Table 2 presents the pattern of service these patients received after their 
first report to the register. In examining the distribution of service for the 
schizophrenics, we note that there are no striking differences in the type of 
psychiatric care received by the two subgroups. In both groups, a high per- 
centage was hospitalized at some point during the follow-up period (98% 
from the study area versus 85% from the control area). A greater proportion 
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of the study area group was hospitalized in a public mental hospital (69% 
versus 49%) in contrast to the greater proportion of control area patients 
experiencing an inpatient episode in a general hospital (66% versus 41%). 
Although slightly less than half of those hospitalized patients from each group 
were readmitted once or more, the study area subgroup experienced a greater 
proportion of inpatient time than the controls; the former group spent 23% 
of their follow-up time in a hospital in contrast to the control area patients, 

who spent 17% of their follow-up period in a hospital. 

The pattern of outpatient care does not reflect any striking differences 
in treatment, although there was a greater tendency for the control area group 
to receive only outpatient treatment, or outpatient treatment prior to hospital- 
ization. This is in contrast to the study area group, who expenericed largely 
diagnostic outpatient contacts. Approximately one-half of all those hospitalized 
from each group received aftercare. Because we considered one. or more visits 
subsequent to hospitalization as constituting aftercare, these figures present 
a better picture than that which exists in fact. Many patients, particularly 
from the study area group, were seen only once subsequent to hospital dis- 

The pattern of service for the two groups contrasts sharply when we 
compare the patients who received a diagnosis other than psychosis (Table 
2). Twenty-nine per cent of the study area group and 12% of the contro 
area group were hospitalized. Again, more of the former experienced a public 
mental hospital admission, and a greater percentage of the latter gjoup were 
at some time hospitalized in a general hospital unit. Approximately 30% of 
the patients hospitalized from each area were readinitted once or more, but 
the study area group spent more days in the hospital (8% of their fol ow-up 
time versus 5% for the control areas). For the nonpsychotic population, we 
note a striking difference in the type of outpatient care received by these two 
groups. More than 50% of the study area group had only a diagnostic out- 
patient contact. Only 22% of the entire study area group received any kind 
of outpatient treatment, with or without hospitalization. In contrast, 59% o 
the control area subgroup received outpatient treatment and approximate y 
39% of the group experienced only a diagnostic contact. 

It appears, therefore, that when a person is recognized as psychotic an 
is in need of acute care, he will be hospitalized regardless of his area of 
residence. Although psychotic patients from the higher-income areas are more 
apt to experience a period of outpatient treatment prior to hospitalizatton, 
their overall outpatient care is not strikingly different from that of patients 
of the lower-income areas. However, the pattern of psychiatric service, par- 
ticularly outpatient care, differs markedly for an individual who is not psy- 
chotic or not recognized as psychotic. (We have noted elsewhere t at t ere 
is a tendency to underdiagnose psychosis [Babigian, Gardner, Miles, & Ro- 
mano, 1965].) It is more likely that a person from the higher-income area 
will receive outpatient treatment only, and the individual from the lower- 
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income area usually will be seen only diagnostically on one or more occasions. 
Although this can be partially explained by the ability of a higher-income 
group to pay for private psychiatric care, the discrepancy in the pattern of 
care remains even when investigation is confined to clinic services; among 
those persons seen in clinics, the proportion of patients who receive treatment 
is greater for the control area group than for patients who reside in the study 
area. 

One can argue whether the different kinds of psychiatric care for the 
two groups is a function of the patient’s resistance, his suitability for out- 
patient treatment, or a bias on the part of the psychiatrist. Nevertheless, the 
fact remains that the individual from the lower-income area often received 
inpatient care and, when seen on an outpatient basis, received only brief 
diagnostic service. 

As noted above, the psychiatric care provided to the residents of Monroe 
County encompasses the full range of traditional psychiatric services. The 
quantity and quality of psychiatric care available and the sophistication of 
the population in the use of all health and social services, as well as the 
pattern of service for the acutely ill psychotic individual, may be atypical for 
most metropolitan and nonmetropolitan areas. 



A New Approach: The Mental Health Team, 

Its Origin and Operation 

With the move of psychiatry into the conimunity, psychiatrists have 
become more aware of the reservoir of mental illness which goes largely un- 
treated and remains beyond the scope of psychiatric services. In Monroe 
County, New York, our own experience in a court clinic and in a follow-up 
study of schizophrenics (Hetznecker, Gardner, Odoroff, & Turner, 1966) 
supports the belief that there are significant numbers of mentally ill people 
who are generally managed through nonpsychiatric care. While these persons 
may or may not come under the purview of a psychiatrist, they usually do not 
receive continuing psychiatric care. A recent survey, part of the Columbia- 
Washington He»ghls Community Mental Health Project, estimated that 
approximately 70% of the social agency caseloads demonstrate serious psy- 
chiatric impairment (Bemmels, 1964). This finding is consistent with the 
experience of others working with social agencies. The nature of social agency 
care was investigated by Buell (1952) in St. Paul. The study revealed that 
6% of the city population (largely from the inner city) utilized 55% to 68% 
of the “help services.” This demonstrates the marked extent of multiple 
agency involvement. 

When mental illness is not identified or is minimized in these clients, 
it continues to interfere with the agencies’ attempts to help. The workers are 
left discouraged, frustrated, and often angry at the failure of their clients to 
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respond. When mental disorder is identified, there is usually no ready source 
of help, unless the filness is severe enough to require , . 

However, the major failures in providing service to these 
been a lack of coordination among the helping services and a J 

in care While the latter may be explained partially by the characterolog 
Items to this group, it is festered greatly by the lack of interagency mm^ 
Lnication and f crisis orientation that focuses on 

disability. In addition, agency workers have been hampered by Urge case 

Although, as indicated above, the lower socioeconomic population d^s 
not receive adequate care from the traditional psychiatric services, it has In- 
come increasingly apparent to all who work in 

inadeouacies of our present services are never going to be soly y p y 
ml of the same. Ukewise, the long sought after panacea-in-a-pill seem 
r e Ite and mythical than ever. Further, psychiatric cam is only 
of the broader health and welfare needs of these people and it is ^iMt to 
measure the part which psychopathology plays hi social pathology, and vice 

appropriate to 'test a new ^ 

on the ct^lates of psychiatric disorder and social pathology within this 
T T rv 1064 after several months of discussion with various com 
group. In was initiatod by the Division of 

SiTp^ of f^yohiatry. University of Roche.er 

S of Seine id Dentistry. The year from January to Deceml^ 
1964 was S as a pilot phase, during which data and impressions wem 
g!Ld prior to initiating eiluation. Much of the following is drawn from 

this experience. 

the PROBLEM: DEVELOPMENT OF A NEW SERVICE 

approach within current community 

ORGANIZATIONAL STRUCTURE 

A first question which is raised by this appmach must “ ^o- 

ordinated community approach .eally a necessity? or perhaps. What is 
wrong with the care being distributed among different agencies o^anized 
deal with specific problems?” One response is supplied by the evidence from 
multi-agency invlment: families do not have separate cle^y defied 

problems which can be dealt with to isolation from 
toe in our families, which in the past have been involved with an average 
seL agencies and, on occasion, with as many as fifteen different agenmes^ 
The lack of communication and coordination among these agencies h^ b 
marked despite the presence to the community of an active Central Index for 
" aCnTi s. It hL been a common experience to have agency mpresenta: 
r ,rdL intake conferences of our project express considerable surpnse 
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in learning about the number of agencies involved with a given family. 
Moreover, this involvement is more than superficial: some of our families 
have received as many as twenty-five home visits from five or more agencies 
in one month. The financial waste and the inefficient use of worker time, as 
a sufficient argument for change, is only magnified when one considers the 
duplication of paper work and supervisory time which is also involved. 

More insidious is the effect on the clients. Consider the case of a woman 
living alone in the inner city with her five preschool and school age children. 
Her housing is substandard and her housekeeping standards are poor. Be- 
cause of “junk” accumulated in the house, she is threatened with eviction by 
the Bureau of Buildings and the Fire Department. At the same time, there 
is pressure from the Welfare Department to manage on a budget limited to 
less than the bare necessities of modern life. How, in this situation, can she 
be expected to respond to the public health nurse’s pressure to give more 
adequate care to her children? Involvement by the Society for the Prevention 
of Cruelty to Children, with the concomitant threat of removing the chil- 
dren, becomes simply an additional pressure. What can be expected of this 
woman, who has demonstrated that she cannot bear even the normal pres- 
sures of life? Which pressure, which agency, should she consider most sig- 
nificant? In which direction should she move? The result is often paralysis 
rather than action. And if the housing is substandard, what can be done? The 
welfare rent payments can be stopped and the woman ultimately forced to 
move. But there is no one responsible to help her secure new housing, and 
there are no means of inspecting her new housing until she has already 
moved. 

To whom does she turn for help? Who is responsible for the client? 
One mother described the six or seven workers regularly visiting her home as 
“vague figures” who wander in and out, asking many of the same questions 
but usually referring her requests to “the other” worker who also visits. If 
one of these vague figures becomes aware of the possibility of mental disorder 
in this woman, the psychiatric care available is short, crisis-oriented, and more 
likely to consist of hospitalization than outpatient care. The latter contacts 
are usually brief and primarily diagnostic. The woman in the above situation 
might be seen one or two times and receive a diagnosis of inadequate person- 
ality, borderline psychosis, or depression, depending upon her presentation of 
complaints and the diagnostic inclination of the examining physician. With 
her multiple social problems and her lack of verbal facility, she would be 
considered a poor case for therapy. She might be considered the proper re- 
sponsibility of a social casework agency, or she might be sent back into the 
community to continue the cycle. If there were communication with any 
agency, it often would not be of any practical help other than the occasional 
recommendation for hospitalization. 

If there is a recognized problem of fragmentation of care, why has it 
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developed, and why have the services not been reorganized^® In addition to 
many other influences, we believe much of the answer lies in the origins o 
our present services. The welfare organization, for exampK is a descendant 
of the alms house; and many of our welfare laws still embody some assets 
of the Elizabethan Poor Laws of 1601. The poor have been considered sin- 
ners,” “lacking will,” and “lazy”; and they continue to carry the stigma of a 
disgraceful and loathsome group set apart from society. The view has per- 
sisted from the Elizabethan period forward that those who remain poor do 
not want to work, that the comforts of welfare relief enhance unemployment. 

These attitudes persist despite the fact that poverty was shared by mil- 
lions during the great depression and that this period stimulated some of the 
current welfare structure. The ideology remains that the poor of the depres- 
sion era and their contemporary urban-slum counterpart share the same po- 
tential to climb up the socioeconomic ladder. But such a comparison ignores 
the historical and cultural dissimilarities; it forgets the frequent disruption 
of family life in our present-day inner city life (produced by a multiplicity 
of factors); and it glosses over the state of chronic depression with its con- 
comittant apathy, hopelessness, and helplessness which this current sty e o 
living tends to breed (Schorr, 1963; Wilensky & Lebeaus, 1958; Wiltse, 

1963). , . „ 

The welfare programs were expanded as an emergency measure during 

the depression of the early 1930’s with the optimistic belief that the depres- 
sion would be resolved shortly. This crisis orientation persists to this day. We 
have discussed fragmentation of service between agencies; in the Welfare 
Department there is fragmentation within the structure, as evidenced by i 
to Dependent Children, Old Age Assistance, Aid to the Blind, etc. Many are 
familiar with the striking paradoxes that may result: it is often easier to 
receive assistance without a husband in the home or for children born out 
of wedlock.'^ Frequently aid is more readily available if the hushed is de- 
clared permanently disabled on a psychiatric basis (Aid to the Disabled), 
rather than encouraged to view his disability as temporary. Only recently has 
there been any source of incentive aid for the intact family. 

The shock wave of enlightenment during the late eighteenth century, 

6 A detailed discussion of this problem would become enmeshed in the 

interwoven fabric of American culture. This involves the ethics of individualism, the 
problems of industrialization, and indeed, the whole problem of ' 

don increased efficiency, social prestige, and other factors encourap specialization, the 

impact of which is being felt keenly in many 19^53^ 

disLssion could easily fill a hook, indeed it already has (Wilensky & 

7 Although the ADC program was originally conceived 

dependent by the death or disability of patents, by the end of 1952, among families on 
ADC roSs the father was dead in only one case in five. Paren^ disability was pres- 
^nUnlly one case four, and in over half the families on ADC, divorce, deserUon 
“unmarried motherhood rvas .he cause of child 

Social Workers, 1954). A more recent survey shows that 70% of ADC tarnilies in one 
county included one or more illegitimate children (Greenleigh Associates, 1960). 
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which was produced by the humane movement both here and in England, 
saw the development of the Society for the Prevention of Cruelty to Children. 
Ironically, attention was given first to animals with the historic formation of 
the Royal SPCA by Richard Martin in 1822 and of the American SPCA by 
Henry Berch in 1866. Only with the famous “Case of Mary Ellen” was con- 
cern finally focused on children. T.he first SPCC was organized by Com- 
modore Elbridge Gerry in New York City in 1874 and was the impetus for 
most of the child protection laws which followed (Coleman, 1924; American 
Humane Society, 1962). The gross abuses and maltreatment of children, 
which generated the creation of the SPCC, no longer exist for the most part; 
and many of the contemporary problems are more subtle than their counter- 
parts of the previous century. Th(*. SPCC still serves primarily as a protective 
agency, often working with the courts. Essentially it polices families, thus 
attempting to assure reasonable treatment of children; but the agency suffers 
from weak and poorly defined laws which frequently restrict its effectiveness 
(except in extreme cases) and reduce its efforts to threats and temporary 
action. Any attempts to deal with underlying causes of deviant family be- 
havior are hampered by usually short (even if recurrent) contacts, overworked 
personnel, and the fact that it is not primarily this agency’s responsibility. 
Additional broad responsibilities thrust upon the Society serve further to 
obscure its focal function. 

The Health Department comes closest to providing generalized care for 
the poor. Traditionally, this care has been oriented primarily toward infec- 
tious diseases and general child care. Perhaps the greatest problem of the 
public health nurse is overgeneralization of her function. She is responsible 
for school health, rehabilitation services, and child care counseling. In addi- 
tion, the care is not directed in a concentrated way to those in most need. 
Despite the fact that the public health nurse may be responsible for the most 
general care of families, the Health Department has no control oyer the 
financial status of these families. Indeed, the medical care of the indigent is 

regulated by the Welfare Department. 

We have dealt with three of the public agencies and have not specifically 
discussed the voluntary social agencies. Almost all of these agencies face many 
problems similar to those described above and contribute further to the lack 
of communication among the service organizations. 

What of the role of medicine? Historically, physicians have been morally 
obligated to treat all the sick, and physicians regularly donate time to the 
care of the indigent. Clinics have been established for both service to the 
indigent and the education of physicians. Yet, under the pressure of large 
caseloads, concern for efficiency may preempt concern for individual patient 
care. In obstetric clinics, where the relationship of the patient to her physi- 
cian is recognized as being of crucial psychological importance, patients may 
be assigned to different physicians on different visits, and indeed, for delivery 

and follow-up care. 
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While psychiatry had been concerned primarily with the care of the 
hospitalized patient, the steady growth of outpatient psychiatry, which we 
have witnessed in more recent years, is due to a numb-^r of factors: the en- 
lightenment of the psychoanalytic movement, the impact of psychiatric serv- 
ices developed during World War II, the recognition of institutionalization 
and its effects, and the increasing recognition of psychiatric disorders that do 
not require hospitalization. The source of the enlightenment, however, 
explains much of the present problem. Analytic theory, upon which most psy- 
chiatric care is based, originated in a middle-class setting; and such require- 
ments as verbal facility, persistence, and an introspective orientation, not to 
mention intact family structure and financial means, are much more typical 
of the middle class than of the poor (Davis, 1938; Freud, 1962). The develop- 
ment of psychiatric clinics has not generally lessened the demand for the 
other requirements. As we attempt to apply a mental health model, developed 
in a specific cultural climate, to a broader range of cultures, we face the dif- 
ficulty of differentiating cultural values from mental illness. These problems 
were recognized by Kingsley Davis in the earlier development of the mental 
health movement and by others more recently (Davis, 1938; Gursslin, Hunt, 
& Roach, 1959; 1964; American Association of Social Workers, 1954). The 
frustration of applying inappropriate therapeutic techniques because of in- 
appropriate expectations usually leads the patient or therapist to terminate. 

OPERATION AND EVALUATION 

The approach of the Mental Health Team centers on the multi- 
problem family as a prototype of the family presenting the previously defined 
correlates. Frequently, such families have had some psychiatric contact, and 
it is our impression that one or more members of a large percentage of these 
families is psychotic or marginally compensated. In 39 of the 55 families 
(71%) referred to the Team during the year’s pilot study, at least one member 
had experienced a psychiatric contact in the past five years. Although it may 
be argued that our criteria for referral bias this sample, we would point out 
that roughly one in every 15 persons in this inner city population has had a 
reported psychiatric contact in a three-year period. Our statistics are even 
less surprising if computed on the basis of families rather than individuals. 

The Mental Health Team, which is based within a settlement house, 
though its operations are totally distinct from that agency, functions as a 
training base for both the psychiatrists and agency workers. The Team con- 
sists of seven workers on half-time loan from the following agencies: Depart- 
ment of Social Welfare (one); Baden Street Settlement house. Volunteer 
Case Aide Division (one); Health Department (two); Psychiatric Court 
Clinic (one); Society for the Prevention of Cruelty to Children (one); 
Family Service Center (one). At present there are four psychiatrists (residents 
and staff from the Division of Preventive Psychiatry of the University of 
Rochester Medical Center) who are active with the Team. 
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Referrals to the Mental Health Team are accepted from any social 
agency, school, court, psychiatric service, the Department of Health, and the 
social service department in any of the hospitals in the community. The 
criteria for referral are somewhat narrow : they have emerged, in part, because 
of the lack of any generally accepted referral criteria in the field, and in part 
because of the limitations imposed by the research evaluation. Were a Team 
approach to become an established service, these criteria could be expanded. 

At present the referral criteria are as follows: 

1. All referred families must live within one of the 36 census tracts 
that comprise the inner city, encompassing the settlement areas. 

2. A family is defined as consisting of at least one parent and two chil- 
dren, with at least one child in elementary grades 1-5. 

3. “Multiproblem” is defined as contact with at least two or more 
agencies, currently or during the previous six months. At least one 
of these agencies must be the Department of Welfare, the Society 
for the Prevention of Cruelty to Children, or the Department of 
Health. 

4. At least one parent is considered to have significant mental illness in 
the judgment of the referring worker. Diagnosis by a psychiatrist is 
not required. 

5. All agencies active with the referred family at the time of referral 
must be willing to terminate their relationship. 

All referrals meeting the foregoing criteria are scheduled for our intake 
conference, which is attended by the referring agency and all community 
agencies actively engaged, or having had recent contact with the family, and 
by a Team worker and a psychiatrist who are paired in rotation to each case. 
Subsequently, the Team worker makes four or more home visits to the 
family, during which time she collects detailed historical data and informa- 
tion on present problems and records observations on the psychological status 
of the family. Then the Team worker introduces the family to the psychia- 
trist, who visits one or more times and conducts a diagnostic evaluation. A 
reevaluation conference is then scheduled, with the whole Team and the 
involved agencies participating. During the evaluation period these agencies 
maintain their usual involvement with the family, and the Mental Health 
Team is presented as consultants to the agencies. 

A family which is found to meet all the criteria is then assigned on a 
random basis to the Team or to a control group. With assignment to the 
control group, agencies continue their previous patterns of service; and the 
Team terminates contact. If the case is assigned to the Team, all agencies 
terminate their relationship with the family, as outlined in criterion 5 above, 
and the Team assumes full responsibility for further care. Thus, we initially 
coordinate the agency activities through the intake process, and for active 
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cases, continue the coordination operationally by assigning to the Team 

worker total responsibility for each family. i c -i 

The approach is an active one in which we bring care to the family 
through home visits, either with the family as a unit or with the individual 
members separately, and occasionally actively pursue reluctant patients. We 
utilize social manipulation, which frequently involves mediating the actions 
of various government agencies upon the clients, as well as various modalities 
of psychotherapy; and we are prepared to follow members of these families 
through a hospital admission. Therapy is at times uncovering and insight- 
directed, but most often it is supportive in nature. In addition, medication 
is used under the psychiatrist’s direction. The psychiatrist functions as a 
supervisor on the case, meeting regularly with the worker and revisiting the 
family periodically to reassess their needs. 

A detailed description of one case (the E family) may serve to illustrate 

quite concretely the operation of the Team. 

This couple and their four children were referred by the Department of 
Welfare shortly after the birth of their fourth child. The E s had received 
public assistance intermittently during the past several years and were we 
known by the caseworker responsible for their district, part of the more 
deteriorated slum area in the central city. The worker could recognize Mrs. 
E’s severe depression and was aware that Mr. E was drinking heavily and 
contributing little or no financial support to the family. Mr. E had injured 
his arm approximately one year previously; he Was awaiting a decision regard- 
ing compensation and now used this as the reason for his drinking. 

Mrs. E appeared to be an ineffectual bedraggled woman, looking con- 
siderably older than her stated age, incapable of dealing with her husband, 
children, or household duties, and seemingly oblivious to it all. Two ge»era- 
tions of her family were known to the Department of Welfare; and 
viewed her:.elf as another in the line of public dependents, doomed to a life 
of unhappiness and fortunate to have any husband, despite his abusiveness 

and alcoholism. 

Some neighbors had reported the E family to the SPCC, but the latter 
agency did not believe there was sufficient abuse or neglect to warrant any 
action. The oldest daughter presented a problem at school in that she usually 
was unkempt, occasionally filthy, and at times complained of not having 
sufficient food. Nevertheless, she presented no marked behavioral problem 

and obtained passing grades or better. 

At the time of referral to the Team, a public health nurse had visited 

the home several times to guide Mrs. E in the care of the baby. Although 
the nurse spent most of her time discussing the baby’s formula and the prob- 
lems of feeding, she had been particularly impressed by the baby’s unre- 
sponsiveness and listlessness. He was gaining weight satisfactorily and showed 
the proper motoric development but, even at age five months, he could be 
characterized as withdrawn. The nurse had wanted the baby seen at a pedi- 
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atric clinic but had been unable to arrange this, due partially to Mrs. E’s 
apathy and, perhaps, reluctance. 

Though a number of agencies were involved with the E family, no one 
worker visited them regularly; nor was any one person familiar with the full 
pattern of their problems. The Department of Welfare caseworker had known 
the family for the longest length of time but saw them infrequently since 
they were not continuously receiving public assistance. Mrs. E viewed each 
worker as someone who would help with a specific problem or category of 
problems but saw no one as a confidante with whom she might discuss major 
concerns, such as her husband’s alcoholism. Mr. E viewed all “caretakers 
with suspicion. He saw them as people who were there largely to check on 
him. To him, all such visitors were authority figures to be deceived and 

manipulated to get “what was coming to him.” 

When the E family was referred to the Mental Health Team, the intake 
conference was attended by the referring caseworker and her supervisor from 
the Department of Welfare, the public health nurse and her supervisor, a 
worker from SPCC, the school social worker, a policewoman who had helped 
with the family disputes in the past, and a volunteer from a church-sponsore 
program for low-income families. A fairly complete history and picture of the 
family emerged at the conference, though no single person seemed to be well 
acquainted with the family. Because of the apparent lack of affect described 
in Mrs. E and her occasionally confused, perhaps “peculiar” behavior, there 
was some discussion as to whether she might be schizophrenic. Although no 
final diagnostic judgment was made at the conference, the possibility of hos- 
pital admission for Mrs. E was considered. 

One of the public health nurses from the Mental Health Team was 
assigned to the E family and introduced as a replacement for the nurse who 
had been visiting. After three visits by the Team nurse, both she and a psy- 
chiatrist saw the entire E family twice and subsequently presented their 
evaluation at the diagnostic conference. They were both struck by the apathy 
and almost total lack of self-care manifested by all members of the family. 
The apartment in which they lived obviously had not been cared for by the 
landlord or the E family. The walls were discolored, spotted, cracked, and 
had large sections of plaster missing or ready to fall. The windows could not 
be opened, contributing to the overwhelming stench that greeted anyone 
upon first entering the apartment. The floors were warped, covered with 
debris. There was little closet or cabinet space, and it appeared that most of 
the family’s belongings had been randomly scattered about the furniture and 
floors. The scarce furniture present was old, dusty, marred, and torn. But 
most striking of all was the general filth that covered the members of the 

E family. . , i i 

Mrs. E appeared, on the basis of the initial contact period, to be severely 

depressed but not psychotic. This seemed to be related to her pregnancy and 

the postpartum period; however, the duration of the depression was difficult 
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to delimit. Though she expressed the usual concerns about the baby, she 
virtually ignored him during the course of each interview. Both the nurse 
and psychiatrist had the impression that no one in the family said more than 

a few words to the baby throughout the day. ,.,.111 

Although Mr. E had a superficial friendliness, he obviously disliked the 

visits by the nurse and was particularly threatened by the psychiatrist. He 
usually would be out at the time of the Team member’s visit, occasionally 
drinking with his cronies. When the Team members waited for him to re- 
turn, he would be annoyed by this and would search for reasons to terinmate 
the visit quickly. He fluctuated between moments of gruffness with threats 
toward Mrs. E and periods of bemoaning his arm injury, his inability lo work, 

and his fate in general. , 1 1. t c 

When the E family was assigned to the Mental Health Team for con- 
tinuing care, the osher agency workers willingly agreed to withdraw or to 
maintain minimum contact. Despite this Ostensible willingness and their 
complaints about the E family, it was interesting to note that some workers 
later showed resentment about “their case being taken from t em. 

The Team worker (nurse) began visiting the E family weekly, occa- 
sionally twice a week. She left both her work and home phone numbers for 
Mrs. E to call whenever necessary. The psychiatrist visited, jointly with the 
worker, approximately once a month and, occasionally, received ca Is rom 
Mrs. E when the worker could not be contacted. Although the nurse tried to 
explain the operation of the Mental Health Team to the family, it was doubt- 
ful that this was fully understood. She probably was viewed as a public health 
nurse, with the psychiatrist seen as some type of consultant or supervisor. 

During the first several visits the worker spent most of the time listening 
to both Mr. and Mrs. E relate their problems and, when specifically ques- 
tioned, discuss their backgrounds. Both she and the psychiatrist tried to sort 
out the most pressing needs from the maze of problems presented by the 
family and to choose the best initial approach. It was thought Mr. E needed 
help in quickly getting his compensation case resolved and then in obtaining 
full-time'employment. An effort was made to give him a more active role in 
the family, in the discipline of the children, repair of the apartment, etc. 
With Mrs. E the worker acted more as a sympathetic listener, giving a vice, 
when asked, in regard to the children, the budget, and purchase of food and 
discussing Mrs. E’s negative self-image with her. When the E’s complained 
about the deteriorated state of their apartment, the worker contacted the 
landlord and tried to have repairs made. When he resisted, the Department 
of Welfare was notified to withhold rent payments and to look for another 

^ I’he most rapid and noticeable effect of the Team worker’s efforts was 
the change in Mrs. E. Within two months she was relating quite dependently 
to the worker and obviously looking forward to her visits. She brightened con- 
siderably, emphasizing the degree of her previous depression. She became 
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more sociable, showed much more interest in her own appearance, and 
started to take much better care of the children and the apartment. Both t e 
worker and the psychiatrist were surprised by Mrs. E’s attractiveness as she 

pave more attention to her personal care. 

In contrast to Mrs. E’s improvement, Mr. E seemed to deteriorate further. 

He began to drink continuously, became physically abusive toward his wife, 
and began to accuse her of going out with other men. Mr. E’s lawyer, when 
contacted by the worker, viewed our efforts to settle the compensation case 
rapidly as an infringement on Mr. E’s right to gain the best possible settle- 
ment. He indicated, however, that contrary to Mr. E s statements, there was 
no reason not to seek full-time employment while awaiting settlement. 

Mr. E’s ineffectuality was perhaps best demonstrated by one incident. 
While the worker and psychiatrist were visiting, a fire started in the next 
apartment. Although the fire was brought under control quickly by the hire 
Department, the E family and the Team members had to evacuate furniture 
and clothing from two rooms to protect them from water damage. In contrast 
to Mrs. E and the older children, who did not panic, Mr. E became paralyzed. 
He stood in the kitchen, crying openly, trembling and complaining of his 
fear of reiniuring his'arm. He finally had to be led from the apartment. 

Subsequent to this incident, the E family had to be moved into tem- 
porary quarters while a new apartment was located. During this period the 
Team worker kept in close contact with the Department of Welfare case- 
worker and with the Bureau of Buildings. The E family was encouraged to 
look for quarters themselves, and arrangements were made to care for the 
children. When a new apartment was located, the family appeared to be 
stimulated by this and seemed to enjoy painting, cleaning, etc. Soon, however, 
Mr E resumed his drinking, again became abusive, and began to have his 
drinking companions board with the family for two or three days at a time. 
Efforts to involve him in therapy on an outpadent basis or to have him 
admitted to the hospital drew only further complaints about his arm. Appoint- 
ments with a physician were not kept. • • j 

It was apparent that the tenuous marital balance could be maintained 

only with Mrs. E in an inferior, passive role or with considerable support for 
Mr E’s easily threatened masculinity. The complications presented by t e 
pending compensation, the somewhat realistic difficulties in obtaining suitable 
unskilled employment, and his long standing alcoholism all precluded much 
support for Mr. E. Thus, further efforts to resolve the marital stress were 
discontinued and attention directed toward Mrs. E’s talk of separation^ - 
though she had spoken of this for some time, her fear of being alone and the 
image of herself as an ineffective, disorganized individual deterred any move 
toward separation. She also feared Mr. E’s threats about keeping the childrem 
With support from the Team worker and her increasing confidence an 
assertiveness, Mrs. E was directed to Family Court to prepare for the separa- 
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tion. Another apartment had to be located and plans made to divert welfare 

funds from Mr. E to Mrs. E and the children. 

It was apparent that Mr. E was using most of the welfare money for his 
drinking. Though threatened with loss of welfare support, Mr. E refused to 
move from the apartment, continued his drinking, and became more assaul- 
tive. After considerable discussion and several meetings of everyone con- 
cerned, an order of protection was obtained. Mrs. E and the children were 
moved to another apartment; public assistance payments were transferred to 
her; and temporary quarters were obtained for Mr. E at the County Home. 
He’ was soon arrested for public intoxication, however, and arrangements 
were made via psychiatric consultation to the City Court for admission to the 
County Infirmary. 

Although Mrs. E made all the necessary contacts herself, through the 
entire period she depended on the Team worker for guidance and support. 
She particularly had to discuss her ambivalence toward Mr. E, her guilt 
about leaving him, and her feeling that she was bound to suffer and might 
as well not resist it. The worker frequently had to maintain coordination 
between the agencies and interpret their activities for Mrs. E. At times, the 
authority of the Team’s psychiatrist was required to facilitate certain action. 

Subsequent to the separation and move, the change in Mrs. E and the 
children was remarkable. Although she first called the Team worker fre- 
quently for reassurance, this subsided and Mrs. E began to call only in emer- 
gencies. She became much more outgoing, independent, and cheerful. She 
claimed that she had never felt better. Her new apartment was decorated 
tastefully, as she took obvious pride in its appearance. The children appeared 
brighter, more sociable, and more talkative, both in school and during visits 

with the Team worker. 

Mr. E resumed his drinking when discharged from the hospital and 
again entered the County Home. His lawyer was more agreeable to a quick 
resolution of the compensation case, but this now awaited an improvement of 
Mr. E’s condition. 

A year after the first contacts with the Team, the worker was visiting 
Mrs. E every two to three weeks and receiving calls from her only rarely. The 
Department of Welfare caseworker saw Mrs. E. every few months and then 
briefly conferred with the Team worker. Other than this, no other agency or 
worker had any contact with the E family. 

EVALUATION 

The pilot study period in 1964 was used to accumulate experience 
and to plan for an evaluation procedure to study the impact of the Mental 
Health Team intervention. From the one year’s experience, it became appar- 
ent that there were two major areas to be evaluated: (1) The reduction of 
mental disorder in the children of Mental Health Team families. Through 
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our intervention with these families we hoped to bring about stabilizing 
influences in the environment of the children, especially through changes in 
the attitudes and behavior of the parents. Thus, one major component of the 
entire evaluation procedure was the measure of longitudinal behavioral 
changes in the children at school and at home. (2) Reduction in the psycho- 
pathology and disability manifested by the adult members of the Mental 
Health Team families. Although our primary goal was the reduction of men- 
tal disorder in the children, we did wish to correlate these latter changes with 
any concomitant behavioral alteration in the adults. 

The evaluation period began in September, 1965, and at that time, all 
families referred to the Team, who met the criteria outlined above, were 
randomly assigned to the experimental group or control group, each of which 
consists of 35 families. The families of the experimental group were assigned 
to a Mental Health Team worker and psychiatrist for the usual follow-up 
care. The control group families were seen by independent evaluators, who 
obtained the necessary historical data and administered the various question- 
naires; they were then referred back to the referring agencies for further care, 
but were to be followed at six-month intervals by the evaluators. 

Much of the data for evaluating any changes in the children of the 
Mental Health Team families will be gathered in the school setting. We have 
attempted to avoid bias on the part of teachers or others evaluating these 
children by testing all, or part, of each class containing any children from the 
Mental Health Team families. This third group of children, a control group, 
will also allow us to evaluate the impact of the testing situation upon all of 
the children. Furthermore, it will provide us with data about the kinds of 
behavior that may be expected from this population and, therefore, give us a 
much better basis for refining further our various instruments. 

The evaluation of change in the children will derive from the data 
obtained in three settings: (1) school, (2) home, and (3) community. We 
will use information already available such as school grades, attendance 
reports, delinquency records, etc., in addition to the data collected using 
various rating scales and objective tests. The latter include a teachers’ be- 
havior rating check list (Cowen, Izzo, Miles, Telschow, Trost, & Zax, 1963) 
and the Children’s Manifest Anxiety Scale-CMAS (Castaneda, McCandless, 
& Palermo, 1956). 

Evaluation of adults will focus on behavioral changes both in the com- 
munity and within the home and family setting. Again, we will make use of 
the data already available in addition to the information obtained from our 
interviews. Several more objective assessment procedures, including a be- 
havioral and mental status check list (Hetznecker, et al., 1966) and a 
maternal attitude to child-rearing scale (Glidewell, 1961), will be utilized in 
this context. 
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A PROPOSAL FOR REORGANIZATION 

The response from many in psychiatry, when confronted with the 
problems presented by the poor, has been, “It’s not our problem. Its a prob- 
lem for society” (Berlin, 1964, p. 801). We have stated that psychiatric care 
is only a part of the broader health and welfare needs of the lower class. In 
addition to any service approach, more far-reaching changes, legislative and 
cultural, may be required to provide the ultimate solution to their needs. 
Despite this, we believe that much can be accomplished through direct 
service, given our present state of knowledge in the behavioral sciences. 

A psychiatric approach, however, whether it be community mental health 
centers, home visiting teams, or rehabilitative services, if isolated from the 
other helping services, will continue to fail in its service to the poor. There is 
much inherent in the present organization of services which prevents good 
care. We have attempted to outline the characteristics of the organization 
and some of its origins. What then do we propose? This could, in part, be 
indicated in the demonstration project described; we might suggest that a 
mental health team or a comparable structure be added to the present organ- 
ization of community agencies. But this would be a partial and temporary 
response. Indeed, our present Team, although it exists only as part of a 
demonstration project whose stated purpose is temporary, has felt the pres- 
sure toward permanence due to the community’s unsatisHed need for service. 
The rapid assimilation of a new group such as the Mental Health Team as a 
viable structure reflects the fact that existing agencies concerned with the 
problems of the poor are typified by considerable organizational confusion. 
Some of the present agencies may, in fact, have arisen as demonstration proj- 
ects, only to be rapidly assimilated into the overall community organizational 
scheme as permanent structures with their own territorial rights and respon- 
sibilities. , , 1 . 

Despite the general acceptance of the Team and the desire to cooperate, 

often to the point of stretching legal limits, a basic conflict of interests and 
operating principles often exists between the Team and other agencies. Such 
divergent approaches have, on occasion, defeated the attempt at coordination 
and continuity of care. The Mental Health Team, in part, does represent an 
addition to the present organization of services, and to that degree, poses 

similar problems. i . . 

An alternative proposal might call for centralization at administrative 

levels, and such has been accomplished partially in one area (Chope & Black- 



8 These problems and the need for coordination were noted by Warner, Queen, 
and Harper (1930) at the turn of the century. They state. Thus we find on eveg^ hand 
evidence^! the acceptance of the principle of c^rdination but . 

in opinion as to how far it should be carried and as to the methods of putting it into 

effect.” 
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ford, 1963). Although this can reduce duplication in record keeping and 
increase communication among workers in various roles, it does not resolve 
the primary problem. Families are still shunted between the various services. 
Each service assumes temporary responsibility for coordinating all efforts. 
Although continuity and improved communications are necessary at the 
administrative level, they are of crucial importance at the operational level. 

We would propose, therefore, a drastic reorganization of the helping 
services and would envision a central agency with broad responsibilities for 
the health, education, and welfare of the community. At the operational level, 
service would be provided via teams, distributed geographically throughout 
the city, with total responsibility for the care of the population within their 
designated areas. While the make-up of such teams might vary, they should 
have supervisory and consultative personnel of a broad and varied nature, 
including psychiatric, welfare, legal, and medical services, as required. In 
some situations, several teams could share supervisory personnel. Most impor- 
tantly, the team workers would be responsible for the total social-medical care 
of the assigned families. These services could be interwoven into a more 
complete system of day-night services, outpatient clinics, and hospital wards 
such as have been proposed elsewhere (Babayan, 1965; Joint Commission on 
Mental Illness and Health, 1961). 

It should be noted that under the reorganization we propose, the particu- 
lar knowledge and skills gained in specialized areas, as developed by the 
community structure, would not be wasted; on the contrary, they would be 
put to more efficient use. Effective worker time would be likely to increase 
despite the increased time initially required for each case. In addition, other 
sources of personnel from relatively untapped sources may become more 
accessible and more useful. Our own use of volunteer case aides is one 
example. 

What we propose may appear, at best, idealistic and utopian. We also 
are well aware of the vested interests which have developed in entrenched 
organizational structures and the usual resistance to change. But we are 
convinced that without a radical reorganization of services at all levels, future 
programs are bound to fail, despite the astronomical sums of money and 
personnel time which are channeled into such programs. Stated in another 
way, it is an issue not only of personnel but of organization. 



Summary 

Using the psychiatric case register, rates of diagnosed mental illness 
for patients from lower socioeconomic areas were compared with those for 
patients from higher socioeconomic areas of Monroe County, New York. 
Regardless of the area of residence, patients diagnosed as psychotic and in 
need of acute psychiatric care (schizophrenics) usually are hospitalized. Our 
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data, oenerally consistent with those reported elsewhere, indicate that despite 
comparable rates of hospitalization for all socioeconomic groups, and despite 
the overrepresentation of the lower class in all reported psychiatric illne^, 
the rate of outpatient therapy received by lower-class individuals is about 
one-third the rate of the test of the population. Further, those who contacted 
outpatient services and were not diagnosed as psychotic received a strikingly 
different pattern of cate; the group from the lower socioeconomic area experi- 
enced mainly diagnostic contact, while Ae group from the higher socioeco- 
nomic area frequently received therapeutic service. , , , , r j 

We have focused on the fragmentation of cate and the lack of coor i 
tion of helping agencies. We then described a project currently active in 
Monroe County, New York, which demonstrates an attempt to coordinate 

services and give total cate to multiproblem families. 

The discussion raised some questions as to why the present organization 
of psychosocial services fails to meet the needs of the lower class. We at- 
tempted to answer this question by describing the pattern of Jf 

explored the origin of out present patterns of psychosocial cate historica y. 
It has been noted that various services are no longer applicable to our cun n 
situation. We explored several possible methods of improving the services to 
the poor and argued that what is needed is a radical reorganization of the 
patterns of psychosocial care. Such reorganization would make 
L of persoLel and money; it would be guided by the needs of the 
tion served rather than by the demands of an antiquated organization of 

services. 
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PROGRAM IN A SMALL COMMUNITY 
WITH LIMITED PROFESSIONAL 
MENTAL HEALTH RESOURCES'^ 
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It is estimated that over 19 million people in the United States, 
or about 1 in 10, have emotional problems that require professional attention. 
The magnitude of the mental health problem in this country is further 
demonstrated by the fact that approximately 1 out of every 2 hospital beds is 
occupied by a mental patient. These statistics, which by now are quite 
familiar to all of us, do not include the nearly 5 million mentally retarded 
children and adults who also require special professional services and, in 
many cases, institutional care. Yet, in contrast to the number of persons who 
are in need of assistance, the professional manpower resources available for 
helping individuals with mental and emotional problems are extremely limited. 

On the basis of nationwide studies of mental health manpower needs, 
it appears likely that we will continue to be faced with serious personnel 
shortages in all of the professions now counted upon to provide mental health 
services (Albee, 1959). Acute shortages in trained mental health manpower 
are perhaps nowhere more evident than in areas located at some distance from 
large metropolitan centers and training institutions (Libo & Griffith, 1966). 
Several years ago, the writer was asked to assist a small urban community 
with limited professional mental health resources in developing a mental 
health program. The program described in this chapter was evolved in the 
course of working in this community with key professional groups such as 
public health nurses, ministers, teachers, and community leaders over a four- 
year period. 

^ Some of the ideas expressed here were first presented in a report to the New 
Hanover County Association for Mental Health in Wilmington, North Carolina, 1959, 
and in a symposium at the American Orthopsychiatric Association Meetings in New York 
City, 1961. I am most grateful to John Altrocchi and Warren C. Lamson for their 
helpful comments and suggestions on early drafts of this chapter. 
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The Community Setting in Which the 
Consultation Program was Developed 

In the fall of 1958, at which time the writer was a member of the 
Psychology Faculty of Duke University in Durham, North Carolina, he was 
invited to become a consultant to the Association for Mental Health and the 
Consolidated Health Department of Wilmington and New Hanover County, 
North Carolina. Wilmington, the principal seaport of North Carolina, is 
located on the Cape Fear River in the southeastern corner of the state. At the 
time the consultation relationship was established. New Hanover County 
had a year-round population of about 75,000 people, concentrated largely m 
the city of Wilmington and its suburbs; the county’s population was consid- 
erably greater in the summers with an influx of vacationers to the popular 
resort areas at Wrightsville Beach and Carolina Beach. 

A child guidance clinic with a professional staff consisting of a single 
part-time psychiatrist had been established in Wilmington in 1947. Unfor- 
tunately, it had been necessary to discontinue the operations of this clinic m 
1949 when the psychiatrist departed and it was not possible to secure other 
qualified staff. From 1949 until 1957, there had been no active community 
organization or agency that invested its major energies and resources in coping 
with mental health problems; those problems that could not be handled y 
individuak or agencies in the community had been referred to distant dia^os- 
tic and treatment facilities. The nearest comprehensive mental health facilr 
ties were located at the university centers in Chapel Hill and Durham, both 

approximately 150 miles from Wilmington. , „ , , r , 

The New Hanover County Association for Mental Health was formed 
in 1957. This group had strong backing from the community and readily 
obtained financial support from the United Fund. In collaboration with the 
staff of the Health Department, the Association set about to develop a mental 
health program. To implement this program, a position was created for a 
full-time clinical psychologist on the staff of the Health Department. This 
position was filled on a part-time basis in the summer of 1958, but remained 
filled for only six months. During this time, there were constant pressures to 

provide clinical services. 

In November, 1958, shortly before the departure of the part-time psy- 
chologist from the Health Department staff, the writer made his first con- 
sultation visit to Wilmington. Almost immediately the Health E'epartment 
received requests for diagnostic psychological examinations and inquiries con- 
cerning the possibility of referring patients for treatment. This was not surpris- 
ing since there was only one mental health professional residing m the 
community, a psychiatrist who served not only New Hanover County but also 
the surrounding areas in North and South Carolina with an aggregate popu- 
lation of over a quarter-million people. The psychiatrists practice was, of 




216 COMMUNITY PROGRAMS AND NEW SOURCES OF MANPOWER 

necessity, limited primarily to the treatment of the more serious manifesta- 
tions of mental disorder. 

Initially, it was determined that the consultant would spend one ay 
each month in the community, but after four months this was increased to 
two days per month. It was also agreed at the outset (with representatives ot 
the Mental Health Association and the Health Department) that the con- 
sultant’s limited time would be used sparingly for providing direct services to 
individual patients. Instead, the emphasis of the program was to be on the 
promotion of mental health and the prevention of mental illness through 
consultation with key professional workers. In addition, we hoped to stimu- 
late, to the maximum possible extent, the active concern and involvement ot 
all facets of the community in mental health problems. Elements ot the 
mental health consultation program that evolved will be discussed m detai , 
but first we should consider the general principles of mental health consulta- 
tion that guided the program and describe the method of group consultation 
that was developed as the primary mechanism for its implementation. 



Principles of Mental Health Consultation 

Growing interest in the prevention of psychological disorders and the 
promotion of mental health in the past decade have led mental health 
specialists to engage in a wide variety of consultation activities. Gerald Caplan 
and his associates have pioneered the development of mental health consulta- 
tion practice and the formulation of consultation theory (e.g., Bindman, 1959; 
Caplan, 1964). Caplan’s approach focuses upon providing consultation for 
key professional workers in disciplines other than those generally called upon 
to cope with problems of mental health and mental illness. Included m the 
professional groups with whom Caplan and his colleagues have worked are 
pediatricians, teachers, clergymen, social workers, and nurses. In principle, 
any person or member of a profession that performs important caretakmg 
services in a community is a proper target for mental health consultation. 

Mental health consultation has been defined as “a helping process, an 
educational process, and a growth process achieved through interpersonal 
relationships” (Rieman, 1963, p. 85). Through mental health consultation, 
the mental health specialist may assist the key professional workers ot a 
community in becoming more sensitive to the needs of their clients and asso- 
ciates and more comfortable, in their relationships with them. Ministers, 
physicians, lawyers, public health nurses, and meml^rs of numerous ot er 
professional groups are often called upon by the individuals with whom they 
work in times of personal and interpersonal crises. Mental health consultation 
theory holds that crises provide opportune times for a sensitive professmnal to 
be of significant assistance to those who seek his services (Caplan, 1964). By 
promoting the mental health of their clients and by helping to restore emo- 
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tional equilibrium in disturbed clients, members of key professional groups 
can reduce the number of persons who are likely to develop serious mental 

iressence, mental health consultation provides a mechanism whereby 
the mental health specialist may assist the caretaking agents of a community 
so that the latter, within the framework of their usual professional roles, can 
better utilize mental health principles. While the major goal of mental health 
consultation is to assist other professionals in handling, with greater effective- 
ness, certain emotional problems of their clients, important subgoals ate to 
help persons in key professions better to recognize the symptoms of inental 
illness and to assist them in making appropriate refenals to mental health 
specialists when this is requited. It should be noted, however, that the mental 
health consultant does not attempt to teach specialized mental health tech- 
niques (e.g., psychodiagnosis, psychotherapy) to members of the key ptofes- 

sionsl groups with whom he works. ^ 

The theory and practice of mental health consultation have been con- 

cemed primarily with interactions between a consultant and a single mnsult« 
(Bindman, 1959; Caplan, 1964). Typically, a relationship is established in 
which the consultee, a member of a key professional group, may ci upon 
a consultant for assistance with a problem that has been “1™ S' 
of the consultee's clients. The consultant, most often a well-trained specialist 
on the staff of a nearby mental health facility, then arranges a consultation m 
which the client's problems and the consultee-client relationship may te dis- 
cussed. In Wilmington, restrictions imposed by the fact that the consuten s 
activities in the community were limited to two days pet month rendered on- 
call” response to individual consultee crises impractical. Furthermore, t e 
active interest in mental health problems of a large number of key profes- 
sionals in the community, as reflected in numerous requests for assisUnce, 
sues-ested that it would not have been possible to respond to these requesB 
on an individual basis. Therefore, a case-seminar method of mental health 
consultadon with groups was developed as our principal consultation pro- 

cedure. 

CASE-SEMINAR METHOD OF MENTAL HEALTH 

CONSULTATION WITH GROUPS 

The case-seminar method of mental health consultation^ consists of 
regularly scheduled group meetings in which a mental health specialist 
consults with members of a key professional group. Group members generally 

2 Many of the ideas on the case-seminar method of group inental health consulta^ 
tion that L discussed in this chapter were developed 

Altrocchi and Carl Eisdorfer, to whom the writer is deeply grateful. For n inore detailed 
Aeotetical tieatmenl of menial health consulmtion 

dehtS'w DB.*AhSi ^EiXfonV'* “ Commimity Heollh Jomnd 

for granting permission to quote from this paper. 
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have similar professional training and/or work for the same community 
agency. At each meeting, a member of the consultee group reports a problem 
case on which he (or she) is currently working. Consultees are asked to 
present cases that are likely to be of general interest to other group ^enibers. 
They are further encouraged to select cases in which there is Sieved to b 
good potential for client improvement which may be facilitated through suc- 
Lsful professional engagement. However, those who volunteer to present 
cases are given complete freedom in the final selc'^tion of the case^In working 
with the same groups over a period of time, we have observed that the cases 
presented generally represent a good cross-section of those seen by the agency 

or consultant arranges to discuss the case 

with the reporting professional. Aspects of the case which might not appro- 
priately brought up for discussion in the case-seminar are considered at this 
time Whenever practicable, the consultant obtains first-hand contact with 
the client, either by interviewing the client or observing him interact with 
the consultee. We have found that clients are generally receptive to being 
interviewed by the consultant and regard the consultee’s arranging the inter- 
view as an indication of his interest in them. The consultants interaction 
with the client is typically supportive and often surprisingly therapeutic in its 
impact. Actual contact with the client makes it possible for the consultant 
to Ling to bear the full range of his professional skills in evaluating the case 
for teaching purposes and also serves as a precautionary sa eguai against 
missing crucial diagnostic information (e.g., suicidal or homicidal tendencies) 
which may not be evident to the consultee. In addition, conferring with the 
client in the consultee’s presence permits chs consultant to demonstrate inter- 
viewing techniques that may be employed by the consultee m working wi 

other clients. . , , 

In case-seminar meetings, the etiology and dynamic of the client s prob- 
lems are discussed in relatively nontechnical terms. The responsibility of 
group members for maintaining the confidentiality of all matters consid- 
ered in these meetings is strongly emphasized. Relations between the client 
and the consultee, and between each of them and other persons involved m 
the case (e.g., the client’s family and other professional workers), are consid- 
ered in detail. The complex roles and functions of the group consultant who 
utilizes the case-seminar method have been described by Altrocchi, Spiel- 
berger, & Eisdorfer (1965) as follows: 

The mental health consultant who uses the case-seminar approach must 
function simultaneously in several different roles: teacher, group leader, clinician 
and facilitator of communication between community groups. As a teacher, the 
consultant does not necessarily attempt to transmit speciau^d technical knowl- 
edge; but he does convey general principles and knowledge about those ‘edmiques 
which can be used within the range of the consultee’s particular professional 
background. In this capacity, the consultant may function as a seminar leader, a 
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resource persor., and a lecturer; the specific techniques will naturally ^=1*^ 
his own professional background as well as the qualificauons, expenences, and 
needs of the consultee group. In early sessions formal lectunng on persona ^ 
development and psychopathology, as well as ^g^stions on '“*>■ 

nioue ate often appropriate. In later sessions he is mote apt to func ion as 
resource person and seminar leader. In the leader sessions it is paffiimlatly impor- 
“tTconsultant be careful to clarify the limits of his ability to resolve 
questions raised by the consultees and to dispel any omniscience or omnipotent 
which may be imputed to him. Since the consultants pnmary goal is to help *e 
group and^the inLdual consultees to learn to be able to derive meanmgfiJ solu- 
Ls'^for work problems on their own, he should gratify demands fo^m to 
provide solutions only enough to keep the consultation sessions from becoming 

“"^l“fea‘^'SieTntT^ acts as a catal^t .0 stimulate mem^m of 
the group to sLre experiences and to explore together the problems of their 
cLl, and helps to darify problems, focus discussion and »n«^ 
tions suggested by consultees. In the roles of group leader an , 

also fouS it useful to relate the case under discussion to our own clinical expe^ 
en” and to expose to the group our own limitations and contmuing effom 0 
broaden our uSerstanding of human problems. Such perwnal reflecnon tjpi y 
fosters identification with the consultant and emphasizes his humanness and lack 

of omniscience and omnipotence (Berlin, 1962). ... 

The mental health consultant’s role as group leader often merges with his 
role as a clinician, especially during the discussion of the feelings of a consultee 
toward a client. Considerable clinical sensitivity may be requited in deciding 
when to slow down or, instead, to deal directly with affective expression by a 
consultee. However, we do not concur with Caplan (1964) that the “nsul n 
should consistently avoid any direct discussion of the consultees feelings and 
should interrupt such discussions if they arise spontaneously in a consultation 
group. Members of professional groups ate not as fragile as patients and therefore 
do not requite the same degree of protection, given the existing protection of the 
1 a°Lup setting. We do iaw the line when mpects of the htstoncal develop 
ment of the consultee’s personal feelings enter the discussion. On rate occasions, 
Tbrief excursion into a Jonsultee’s personal problems may be deenjed ap^pnate 
because of the centrality of the problem to the role of t^ partr^lar 
oroup. Such invasions of the consultee’s private life should only be pursued tf the 

consul has the requisite strength to deal with his P^^em, 

respect of the group, and provides the initiative for discussing his personal prob 

lems as “a case at point.” i . v .„„i 

As a clinician, the consultant must always be ptepted to use his chnica 

skills and his knowledge of referral resources and procedures in rases »f 
emergencies. The consultant’s experience and ability as a clinician is a » 

Lt when consultees are interested in “practical approaches’’ and not merely 

theoretical approaches to their problems. , . u. 

Finally, an additional important role of the consultant becomes cleat in his 
interaction with different community agencies. Case presentarions often reveal the 
frustrations of consultees who must work with personnel from other agencies. 
Complaints range from individual ineptitude on the part of other professionals to 
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red tape, gross obstructionism, and glory seeking. On more than one occasion, 
workers from two agencies competing for the management of a client presented 
the same case in their respective seminar groups. This presents the mental health 
consultant with an ideal opportunity for facilitating inter-agency communication 
hy helping members of different professional groups to appreciate the role of other 
professionals. Thus the mental health consults, t who works with groups on a 
community-wide basis has the role of a facilitator of communication between 
various community caretakers and the professional groups they represent (pp. 
131-132). 

During a productive group mental health consultation session, four 
phases may generally be observed: an introductory phase, a warming-up 
phase, a problem-focused phase, and an ending phase (Kevin, 1963).® In 
the introductory phase, the reporting professional presents background data 
and current information about the case, and the consultant describes his 
interview with the client. Feedback and follow-up information on cases previ- 
ously discussed may also be brought up at the beginning of the session. The 
warming-up phase generally consists of the elaboration and clarification of 
information presented in the introductory phase in response to questions from 
members of the consultee group. In the problem-focused phase, the etiology 
and dynamics of the client’s problems are formulated, taking special note of 
the clients strengths and resources as well as of his shortcomings and limita- 
tions. Alternative approaches to the case are then proposed by group members 
in the context of a realistic appraisal of community resources. In the ending 
phase, the collective experience of the group is brought to bear on the merits 
of these alternatives, and one or more specific courses of action is suggested 
by the group to the reporting professional for exploration. A brief discussion 
of arrangements for the next case-seminar meeting usually concludes the 
session. 

' ’ Striking differences may be observed in mental health consultation with 

different professional groups, and from session to session with the same group. 
Differences in group process and in the rapidity with which the group ]>ro- 
ceeds from one phase of consultation to the next appear to be related to the 
professional training and experience of group members, group morale and 
cohesiveness, and specific factors associated with the case that is being dis- 
cussed. Groups with strong cohesiveness and high morale may move rapidly 
into the problem-focused phase, where they work creatively in formulating 
solutions .0 vexing questions raised by the case under consideration. In con- 
trast, the consultation process may never move beyond the introductory or 
Vv^arm-up phases in groups that are simply collections of professionals with 
similar jobs. 

* Kazanjian, Stein, and Weinberg (1962) have used similar terms to conceptualize 
phases they have observed in individual consultation. They describe individual consulta- 
tion as consisting of the following: preparatory phase, beginning phase, problem-solving 
phase, and termination. 
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In working with the same group of consultees over a period ^ 

cuntulative impct of group nrental health “nsultauon « ^ «flected^m 
the cases that are selected for presentation and in the manner 
* e prelted. Bizane or “impossible” cases are often presented m the 
Tarlv smges of group consultation (Rieman, 1963 ). For such cases, one 
imiwrtant facet of the consultant’s role is helping consultees to understand 
and accept the fact that, in working with clients who are not h ey to ene 
“„m thdr services, the’ investment of inordinate amounts « ~ 

ranted In the later stages of consultation, experienced members of consultee 
IZs tenrto select Ls for presentation that are more « 

Lse^ seen by the group as a whole and thus 

fruitful discussions. Greater sensmvity to mental hea .h p g , j 

sophisticated understanding of these problems are also generally 

health consultation group wm depend, m 
lame measure on the degree to which the consulunt is success ul in fostering 
the^ development of a group atmosphere that is supportive and nonjudgmen- 
ml fliTslXs group nfemhers to share work experiences and professional 

problems. Sharing experiences establishes a basis for '^7theh 

their own clients and to offer constructive comments on cases presented y 
their colleagues. While the contributions of these group members are mos 
SfuT "^hig the group hito pf e;mf.used ph^^^^^ 

must resist the temptation to move ahead with them P® 

Lf be’ei oterved onsistently that the sensitivity of members or consultee 
"ups 0 the dynamics of interpersonal relations is gmat y enhanc ^ 
mflected in improved relationships between consultees and their clients 
Group mental health consultation also generally improves group co 
and group morale and tends to gai„; 

^X^^nrgTtirrZs to Ws professional gmup is 

;£7:"-r insight into his own confiicts and ^sonahty dynam- 
ics and how these may influence his work (Parker, 
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While agreement among those who have engaged in group mental health 
consultation is impressive, there is need for a more objective confirmation o 
these observations and impressions. Research is required to determine the 
impact of group consultation on the skills and attitudes of members of various 
key professional groups as well as on the effectiveness of these professionals 
in working with their clients. We need to know much more about such things 
as the optimal length and frequency of group sessions, the dynamics of the 
group consultation process, and the personal qualities and technical skills t at 
contribute to making mental health professionals effective as group con 

sultants. 



The Mental Health Consultation 
Program in Wilmington 

The mental health consultation program in Wilmington evolved 
within the context of the programs of the Association for Mental Health and 
the Health Department and was greatly influenced by the public health tradi- 
tions and community education orientation of the sponsoring organizations. 
Mental health consultation was initiated with public health nurses, ministers, 
and caseworkers on the staff of the Department of Public Welfare. The sig 
nificant contributions of these professional groups as community caretakers 
was self-evident; frequent requests from individual group members for 
assistance with cases involving the mental and emotional problems of their 
clients attested to their interest in receiving consultation and their potential 
for contributing to community mental health. In conferences with agency 
officials and with officers of the ministerial association, approval was given 
for scheduling continuing case-seminars with each of these groups on a 

monthly basis. 1 1- u j 

An office for the mental health consultation program was established 

within the Health Department, and a staff public health nurse was appointed 
as the coordinator of the program. The nurse-coordinator organized the con- 
sultant's schedule and arranged for him to meet with professionals who were 
presenting cases, and with their clients. She also scheduled conferences and 
interviews with community leaders and professionals requesting consultation, 
handled all requests for mental health services, and maintained the program 

records and files. 

On the recommendation of the consultant, a planning committee was 
established to serve as a policy-making board for the consultation program. 
This committee, called the Mental Health Program Planning Committee, was 
appointed by the sponsoring organizations and consisted of representatives of 
the Association for Mental Health, the Health Department, and other com- 
munity agencies and professional groups. When the consultant's time in the 
community was increased to two days per month, a monthly meeting with the 
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Planning Committee was scheduled as a regular part of the consultati 

T^e members of the Planning Committee represented an excellent cr^- 
section of the lay and professional leadership of the community and prov.W 
the consultation program with sensitive and realistic perceptions of the co 
m^Tment/healh needs. The Planning Ommittee not o^ p~v^^ 

rlpvelonment of the mental health consultation program. 

& the first tasks to he tackled by the PUnning 

determine how the consultant's additional time m the ^ 

he utilized It was generally agreed that the long-term mental health interes 

^ the community iuld be best served by concentrating on 

ine children, and that the single institution through which children w 

L a time-available basis with school administrative officials, principals, and 

‘“'Uere were many more requests for consultation and clinical services in 
Wiiton than couU be honored. There were also a 
the community to whom we wished to offer consultation who did 
•t This state of affairs led to intensive discussions of program 

aUn fioure urominently in the equation for determining program priorities. 
Thus Ae daision to extend the mental health consultation program into the 

I’The writer is indeb.^ to -ny dtizem 

for their contributions to the ® * t q„ Davis and Mrs. Betty West of 

Dr. C. B. Davis, Miss El^/^eth Wathn^ Mrs BeTloinsbury, MiTs Kathryn 

the Healdk Department; p ; * Walker of the Mental Health Association; 

Noyes, Mrs. Alice Sisson, and Mrs. rra"“s vva Hanover County 

Mr!^T. O. Page Mrs. Ethel Booth, a^ Mr 

Schools; Rev. John Invin and “ Dewrtment of Public Welfare; Mrs. Emma 

Helen Sneeden, New Hanover Cou ty P Chairman, Board of County 

Howell, Family Service Society; and Mr. J. M. nan, j , 

Commissioners. 
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schools was based upon the Planning Committee’s judgment that promoting 
the mental health of school children was a high priority community goal, the 
expressed readiness of school officials to permit and facilitate the establishment 
of appropriate consultation groups, and the consultant’s discernment that he 
could work effectively with these groups. 

The concept of ethical choice was also useful as a guide in selecting the 
particular groups or units within an institution to whom consultation would 
be first offered. For example, it was necessary on one occasion to decide with 
which of two schools a consulting relationship would be established. There 
was only time enough to work with one of these schools. From all available 
data. School A, located in a deteriorating lower-class neighborhood, appeared 
to have a larger proportion of children with severe mental health problems 
than School B, which was located in an attractive middle-class suburb. The 
area served by School A had a higher incidence of crime, mental hospital 
admissions, delinquency, and broken homes than the area served by School B. 
While it was generally agreed that mental health consultation was more 
urgently needed in School A than in School B, the principal of School A did 
not feel that consultation would help him solve his school’s problems. Rather, 
he wanted to refer disturbed children for treatment. In contrast, the principal 
of School B had repeatedly requested consultation and was quite receptive to 
exploring various ways in which the consultant’s limited time— about two 
hours per month-could be used most effectively. On the basis of perceived 
differences in readiness in these two schools, the establishment of a consulta- 
tion relationship with School B seemed to make the best use of the con- 
sultant’s time. As things turned out, it was also eventually possible to 
establish a consulting relationship with School A; and this was facilitated by 
having demonstrated the value of consultation under more optimal circum- 
stances in School B. 

During the more than four years in which consultation visits were made 
to Wilmington on a regular basis, there were requests for assistance from a 
variety of sources. At first, these came primarily from professionals at the 
grass roots level, including individual members of consultee groups, and 
physicians, lawyers, probation officers, directors of religious education, nursery 
school teachers. Family Service workers, and many others who worked directly 
with people. After the consultant had worked in the community for several 
years, there were more frequent opportunities to confer with community 
leaders on a variety of topics with important mental health implications, and 
particularly with members of the boards that established policies for the 
professional groups with whom the case-seminars were conducted. There 
were also more opportunities to consult with top agency executives such as the 
Superintendent of Schools, the Directors of the Health and Welfare depart- 
ments, and elected officials of the city and county government. 

In the summers, when schools were not in session and the case-seminar 
with the ministerial group was not held, a series of conferences were held with 
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administrative employees of the Public Housing Authority. The consultant 
also explored the possibility of developing mental health activities within local 
industrial settings in conferences with personnel directors, production man- 
agers, and industrial health workers. Among the concrete results of these 
exploratory activities were (1) the participation of several industrial nurses 
in the case-seminar with public health nurses, and (2) the convening of a 
conference with the Board of the Public Housing Authority. In the latter the 
mental health implications of prevailing policies governing the acceptance of 
applicants for low-rent housing were discussed, and questions relating to gen- 
eml management policies were considered. The meeting with Housing Au- 
thority Board members also served to point up a number o important 
personal qualifications that Housing Authority employees should have, in 
addition to their technical skills, if they are to work effectively with tenants. 

A schematic diagram of the mental health consultation prograin in 
mington as it was organized during its third year is presented in • 

Limitations in the consultant’s time prevented further development of the 
program until the fourth year, in which a full-time psyc o ogist was ® ® 

to the staff of the Health Department. This made it possible to establish 
consultation relationships with additional groups in the schools and to expand 
the time available for consultation with individual professional and com- 
munity leaders. As soon as arrangements could be made to obtain the part- 
time services of a qualified psychiatrist, it was also possible to ^er limited 
direct services to individuals who were referred to the Health Department. 
While the mental health consultation program continued to place special 
emphasis on prevention of mental illness and community education, it was 
not long before funds were appropriated that permitted the establishment o 
a fully staffed mental health center. 



CASE-SEMINARS WITH SPECIFIC PROFESSIONAL 
GROUPS 

The case-seminars with public health nurses, ministers, welfare case- 
workers, and public school personnel met continuously over a period of 
several years. General characteristics of the mental health consultation process 
observed to be common to these groups have already been described. Some 
aspects of the case consultation process which seemed to be more specific to 
individual professional groups will now be discussed. 

Case-Seminar with Public Health Nurses 

The case-seminar with public health nurses was conducted during 
the working day as a part of the in-service training program of this group. 
The responsibilities of public health nurses require them to care for all of the 
health needs of their patients, and they have neither the time nor the training 
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j Figure 1. The administrative organization of the community men- 
tal health consultation program in Wilmington and New Hanover 
County, North Carolina, as it functioned during its third year as 
an integral part of the programs of the Health Department and 
the Mental Health Association. A staff public health nurse was 
assigned as program coordinator, and representatives of the Asso- 
ciation for Mental Health, the Health Department, and other 
community agencies served as the policy-making board. The men- 
tal health specialist spent two days each month in the community 
providing group consultation for public health nurses, ministers. 
Department of Public Welfare caseworkers, elementary school 
teachers, and school guidance counselors. The consultant also 
worked with Public Housing officials and with the executives and 
boards that set policies for the agencies with whom group consul- 
tation was conducted. In addition, individual consultation was pro- 
vided, on a time available basis, for members of the consultee 
groups and other professional workers. 



for full-scale mental health rehabilitation work. But public health nurses can 
be more effective in their jobs if they have a more basic and broader under- 
standing of the whole patient. Furthermore, given the high regard in which 
she is held by her patients and the trust that characterizes the attitudes of 
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patients toward her, the public health nurse is in a unique position to do 

preventive mental health work. . 

The content of the case-seminar with public health nurses was orien e 

toward the many ways in which the nurse could intervene appropriately m 
order to promote the mental health of her patients and their families. In a 
number of cases this involved making referrals to other agencies such as the 
Family Service Society and the Welfare Department and helping the patiente 
to establish relationships with these agencies. In others, the nurse assiste 
seriously disturbed patients in arranging voluntary commitment to state men- 
tal hospitals before a complete mental breakdown occuned. Through their 
work in maternity clinics and well-baby clinics, conducted at the Health 
Department and in public housing developments, nurses had many opportuni- 
ties to work with patients whose major problems stemmed from emotional 
rather than physical causes. Case-seminar discussions of these cases focused 
upon the potential impact of the nurse on child-rearing patterns and on atti- 
tudinal problems that had to be overcome in order to assist the patient in 
obtaining available health services for themselves and their children. 

Most of the nurses were assigned as school nurse to one or more pu ic 
schools. Therefore, in keeping with our decision to concentrate on problems 
involving children, the activities of the public health nurse m the schools 
were the focal point of the consultant's work with this group. Accordingly, 
the didactic content of a number of case-seminars was concerned with the 
intellectual and personality development of children and with the use o 
symptoms to satisfy emotional needs. Most cases on which nurses confened 
with teachers about school children involved some aspect of the child s physi- 
cal health. However, in a substantial proportion of the cases refened to the 
school nurse, the mental health problems of the children were paramount; 
and such cases were often presented in the case-seminar. Whenever possible, 
the child’s teacher and the school principal were invited to attend the seminar 
and to contribute information based on their personal observations. 

On several occasions, it was decided that it might be helpful for the 
nurse to visit the child’s parents. She was often in a better position than the 
teacher to do this because the attitudes of parents toward nurses are generally 
positive, whereas their attitudes toward their children’s teachers are often 
ambivalent. The nurse-teacher relationship and the liaison role of the nurse in 
helping to work out a better relationship between teachers and parents repre- 
sented a meaningful extension of the nurses’ professional role which seemed 
to have important mental health implications. 



Case-Seminar with Ministers 

The cases discussed with this group included parishioners and their 
families who sought assistance from their ministers tor a vanety of reasons, 
e.g., vocational adjustment, marital difficulties, child rearing problems, alco- 
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holism, and not infrequently, psychotic conditions. The ministers as a group 
were particularly interested in gaining a better understanding of the person- 
ality problems and emotional needs of their parishioners, and in how the 
minister could assist parishioners in dealing with life situations complicated 
by emotional conflicts. They were also highly sensitive to their limitations in 
working with severely disturbed parishioners and very much concerned with 
ascertaining procedures for making referrals of such parishioners for psychi- 
atric treatment. 

A number of sessions with this group were devoted to considering tech- 
niques that could be employed by ministers in pastoral counseling with 
parishioners who came to them with specific kinds of problems. For example, 
in four successive cases, presented by different ministers and considered over 
a six-month period, we concentrated on problems related to alcoholism. Some 
of the substantive issues that were discussed included: (1) alcoholism as a 
symptom of emotional disturbance, (2) the effects of alcoholism upon family 
relationships, (3) the minister s personal attitudes toward the use of alcohol 
and how these attitudes complicated his working with parishioners with 
drinking problems. It became apparent that, in general, the minister’s role in 
pastoral counseling is considerably more complex than that of a mental health 
specialist in psychotherapy, especially if the parishioner is an active member 
of his congregation. In addition to counseling with parishioners, the minister 
must address them from the pulpit and make numerous other demands on 
them within the context of the total church program. Perhaps the most diffi- 
cult problem that confronts the minister in his pastoral counseling role is 
keeping his other roles from intruding upon it, and this was frequently the 
subject of lively discussion in the case-seminar sessions. 

In working with clergymen, the consultant was initially concerned with 
how to approach conflicts that might arise between theological and psycho- 
logical principles. However, these concerns proved groundless. Differences 
between the theological views of ministers from different religious denomina- 
tions were vastly greater than any that arose between the convictions of indi- 
vidual ministers and the psychological principles of the consultant. On those 
occasions when apparent conflicts between theology and psychology were 
brought out, after further discussion, the difficulties were easily resolved. For 
example, in a discussion of the development of conscience, one minister took 
strong exception to the consultant’s psychoanalytically oriented description of 
the effects of early experience on the formation of the superego components— 
the conscience and the ego-ideal. The minister insisted instead on the theo- 
logical principle that “conscience was God-given.” After pondering the appar- 
ent conflict between these theological and psychological views of conscience, 
the group came to the conclusion that while the potential for conscience 
might be God-given, helping people to develop this potential was a proper 
task for clergyman and psychologist alike! 
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Case-Seminar with Welfare Caseworkers 

The cases discussed with Department of Public Welfare (DPW) 

•• „p *v»p DPW clients were Negroes, discussion with DP 

behavior were so different from their own. clients served by 

There is little doubt that a substantial percentage i j i i^on 

ems A “nlfcabk amount of time in oase^mirar meetmgs was there- 
fore given to provaing f f 

pathology. Discussions “ | ® especially the patterns of hostility and 

d^Tncy that ^ often characterU^ '“ts"tf 

ir^y S ‘o » develop 

fr:K^zS ofS ^ 

however, that the large caseloads earned have 

unfortunate reality that, in many cases, there was iime ina y 
to help the client. 

Consultation in the Public Schools 

The mental health program vdthin the 
,0 the consultant’s worlt with public health nurses m their roles 
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nurses. Whenever a nurse selected a case involving a school child for presenta- 
tion to the case-seminar, prior permission was obtained from the child’s 
parents, his teacher, and the school principal; the teacher and principal were 
also invited to attend the case-conference. This procedure brought the con- 
sultant into direct contact with school personnel and provided an opportunity 
for discussing mental health problems with them. Subsequently, when addi- 
tional consultation time in the community became available, there was 
considerable enthusiasm for setting up more formally structured consultation 
activities within the public schools. 

The first seminars to be established were with elementary school teachers 
and high school guidance counselors.® The case-seminar with elementary 
school teachers was coordinated by the supervisor of elementary education. 
This group met in the evenings, and the teachers who attended did so on a 
voluntary basis. Teachers were encouraged to bring up “mental health” prob- 
lems from their own classroom experiences, with mental health defined in 
very broad terms. For example, it was suggested that students with superior 
ability who did not live up to their academic potential might have significant 
mental health problems even though they did not exhibit overt symptoms of 
behavorial disturbance. Topics brought up by teachers included: (1) difficul- 
ties in dealing with children who use attention-getting mechanisms in the 
classroom, (2) techniques and procedures that teachers can use in the class- 
room for assisting children with emotional problems, (3) the teacher as a 
person with emotional needs of her own, (4) underachievement as an indica- 
tion of mental health problems, (5) questions concerning the IQ grading 
system which served as the major basis for the assignment of children to 
particular class sections. 

A regular case-seminar with high school guidance counselors developed 
out of the consultant’s evaluation of a student who was referred to him by 
the director of the Family Service Society. This case involved Robert, an 
eleventh-grade pupil who planned to withdraw from school prior to his 
senior year to take a job. Robert had performed extremely poorly in the past, 
was failing most of his present subjects, and was drifting toward delinquency 
in his behavior at school end in the community. Most of Robert’s teachers felt 
that he had very limited ability; and this opinion was supported (or perhaps 
largely determined) by his IQ test scores, which ranged from 60 to 74 on 
three different administrations of the Otis Group Intelligence Test. However, 
one teacher was convinced that Robert had the ability to do better work than 
was indicated by his past performance, and this teacher requested help from 
Family Service in arranging to have Robert tested. 

The consultant agreed to evaluate Robert provided that a meeting could 
be arranged with his teachers to review the test findings with them. In addi- 
tion to Robert’s teachers, the high school guidance counselors, including 

5 For an excellent discussion of the roles and functions of the mental health special- 
ist as a consultant in the schools, see Berlin (1956, 1962). 
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teachers who served as part-time counselors, were also invited to this meeting 
The psychological examination revealed that Robert had high-average to 
bright normal intellectual polenliol that was not reflected in his school per- 
formance because of a severe reading defect. This reading disabi ity o vious y 
detracted from Robert’s performance on the gtoup intelligence tests which 
were heavily weighted with verbal and reading skills. Per^nahty tests fur- 
ther indicated that Robert perceived himself as extremely liniited, reflecting 
the opinion of his teachers-and no doubt of Ws as weU--that he wm 
“ mentally retarded.” This self-perception disposed Robert to believe that 
lacked the ability to do school work and caused him to gve up qmckly on 
any task that required more than minimal mental effort. His low self-estem 
in school-related activities also led him to seek acceptance from peers by 

engaging in antisocial gang behavior. 

On the basis of the discussion of Robert’s problems in the conference 
with teachers and counselors, arrangements were made for him to receive 
special remedial reading instruction during the summer; and a program was 
outlined for his senior year that took account of his reading deficiency. With 
Robert’s permission, a conference was also held with his parents with whom 
our information was shared. It was recommended that Rol^rt be allowed 
attend school in the fall, at least until the Christmas recess; his parents agree 
to this. Robert continued with remedial reading during his senior year, and 
his teachers were alerted to his reading difficulty. With sj^cial help an 
encouragement, Robert graduated from high school; and achievement tests 
indicated he had made outstanding progress m his senior year. In a follow up 
of this case three years later, it was learned that Robert had married, was 
continuing to make excellent progress in a responsible job, and was regarded 
bv his employer and others in the community as a good citizen. 

An important feature of the case-conference with high school guidance 
counselors was the selection and scheduling of students to >.y *e 

consultant. Members of the gtoup proposed students whom they felt mg 
profit from talking with the consultant about their school diffiralties. '^e 
problems of these students were then discussed by the group, and a decision 
L made as to which students would be invited to meet Mth ‘>>e • 

In an effort to avoid placing undue pressure upon students, the teacher 

counselor carefully expUined that: (1) the 

help the student; (2) the subjects discussed would be kept confidenttal, 
(3) the student’s participation was completely voluntary. The fact p™' 
a third of the students who were invited to meet with the conmltant declined 
to do so suggests that the teacher-counselors were at least moderately success- 
ful in structuring the situation as “voluntaiy.” 

Significant changes in behavior were observed m students who indicated 
that thiy were wiUing to talk with the consultant, and these generally m- 
cuned before the interview ever took place. It appear^ that a sympathetic 
confrontation of the student with his problem behavior by a teacher-counselor 
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who offered help had a salutary effect on the student’s behavior. Such changes 
were probably facilitated by the development of more / 

in the'^teacher-counselor and by her direct expression of personal mteres, 
helping the student to solve his problem. An important lesson to 
herelthat minimal intervention can often result in beneficial behavioral 
change in persons whose problems are not yet deeply ingrained. 

TRAINING ASPECTS OF THE CONSULTATION 
PROGRAM 

The mental health consultation program in WUmington 
,0 the in-service training of public health nurses and Department Pu 
Welfare caseworkers, and it served an important training function for minis 
mrs scUl personnel, and members of other professional groups who rece ved 
conidon This program was also utffized by the Department of Psycho ogy 
at Duke University as a part of its training program for graduate students m 

clMcal psychology. InitiW »>!<> fo™a“badXer 

his visits to the community did so on an inegular 

students who were enrolled in the writer s Advanced Clinical Seminar g 
larlv accompanied him on consultation visits to the community. 

The swdents sat in on group consultation sessions as P»"^‘ *' 
servers and accompanied public health nurses, ministers, and welfare care 

1 • fn i-Vipir clients As a course requirement, students were 

workers on visits to their clients, ns a ^ Parh 

required to write detailed reports of their observations. In addition, each 
3"nt wrote a term paper on some aspect of the consultation propm relat- 
ing their observations to the general literature on group dynamics, dm c 
psychology, social psychology, etc. The students reactions m is 
emosure to mental health consultation were most enthusiastic, 
observations and experiences in the community serve to provi ® P 

spective for their clinical work. From the consultants ^int of view, the 
oLervations, reactions, and enthusiasm for the program of the stu en s w 
accompanied him were invaluable. 



Consultation as an Approach to 
Community Mental Health Problems 



Over a decade ago, in an address to the Stanford Conference on 
Psvchology and Mental Health, Robert H. Felix, then Director of the Na- 
tional InStute of Mental Health, took cognizance of prevailing manpower 
s3ai” in the mental health disciplines. Felix (1957) noted that it wouU 
unlikely that our nation could ever produce enough therapists to tondle 
dl the psyc... logical problems of aU people on a treatment basis. Conie^ 
quently.'^he suggested that mental health specialists become concerned with 
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facilitating the contributions of other professions and community agencies 
in the promotion of mental health and the prevention of mental illness. At 
the same meeting, in a similar vein, Carter (1957) posed the following ques- 
tion: “Shall we commit our limited and expensive professional resources to 
the treatment of only a few of the many seriously disturbed individuals in 
the community or shall we give more emphasis to preventive services and to 

serving large numbers of people?” (p. 25). 

Our current answer to Carter’s question is reflected in the results of a 
survey of 595 mental health clinics by Norman, Rosen, and Bahn (1961). 
Their findings indicated that in 1958 only about 6% of the professional man- 
hours in these clinics was used for community services. For the median 
clinic, the percentage of professional time invested in community services 
was 4.2 with three-fourths of the clinics reporting that either no time or less 
than 10% of their scheduled professional man-hours were used for indirect 
services or direct preventive functions. In a follow-up report to the Surgeon 
Ceneral’s Ad Hoc Committee on Mental Health Activities (1962), Bahn 
indicated that little change had been noted in the amount of time that clinic 
professional personnel were devoting to community services. Thus, despite 
serious shortages in trained mental health personnel and growing awareness 
that the mental health contributions of other professions and community 
agencies could be enhanced if they were given more assistance by mental 
health specialists, the major time commitment of mental health professionals 
continues to be in direct services to patients. 

With the publication several years ago of Action for Mental Health by 
the Joint Commission on Mental Illness and Health (1961), there has been 
notable and significant reexamination of present efforts to meet the mental 
health needs of the nation. However, in the recommendations of the Joint 
Commission a serious admitted bias in favor of direct services to the mentally 
ill is revealed; .d this may account, in part, for the reluctance of mental 
health specialists to engage in community services. The report states: 

We shall emphasize various dimensions of service to troubled persons and to 
mental patients. We must not repeat the mistake, made in the 1909 founding of 
the National Committee for Mental Hygiene, of diverting attention to the more 
appealing and stimulating but as yet visionary prospect of true, or primary preven- 
tion of mental illness (p. 241). ... We have assumed that the mental hygiene 
movement has diverted attention from the core problem of major mental illness. It 
is our purpose to redirect attention to the possibilities of improving the mental 
health of the mentally ill (p. 242). 

Does the Joint Commission’s emphasis on direct services to mental health 
patients provide a realistic approach to meeting community mental health 
needs? In commenting on this aspect of the report, Stubbs (1963) points 
out that helping the “sick” to recover is only half the job and that it may be 
even more important to help the total population achieve an optimal .jvel 
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of “emotional well-being.” Stubbs recommends that we deploy our limited 
mental health manpower resources in balanced programs that focus on psy- 
chological growth and the development of creative potential as well as on 
psychopathology. The Surgeon General’s Ad Hoc Committee on Mental 
Health Activities ( 1962 ) has also recommended that community mental 
health programs place greater emphasis on indirect services such as consulta- 
tion and in-service training to other agency personnel. If we are to begin to 
meet community mental health needs, the mental health specialist must 
spend as much time in working with people who deal with people as he does 
in working directly with disturbed persons. 

INDIVIDUAL AND GROUP CONSULTATION 

As an approach to community mental health problems, consultation 
with key professional groups and community leaders represents an important 
and essential component of a balanced mental health program. Consultation 
with members of professional groups helps them assist their clients to func- 
tion more effectively and productively in solving problems and resolving emo- 
tional conflicts before they reach a degree of severity that requires the atten- 
tion of a mental health specialist. It also greatly enhances the quality and 
the timing of referrals from the community caretaker to the mental health 
specialist. 

Group consultation is more efficient than consultation with individuals 
in that it allows the mental health specialist to reach a larger number of pro- 
fessionals during a given period of time and permits the individual group 
member to absorb information and raise questions that are relevant to his 
particular level of professional development. Group consultation also facili- 
tates exchange of information and sharing of experiences, often stimulating 
considerable spontaneous interaction among group members on cases other 
than those discussed in group meetings. Gonsultation with individual profes- 
sionals is more adaptable than group consultation for responding to consultee- 
client crises and more appropriate for working with insecure consultees who 
may be unwil-irg to share work problems with their peers. Individual con- 
sultation also permits more candid discussion of sensitive case materials and 
makes it easier for the consultee to bring up personal matters that may have 
important bearing on the case. The case-seminar method has provided a 
meaningful combination of group and individual consultation for the pro- 
fessional groups with whom we have worked. In group sessions, consultees 
become familiar with the professional competence of the consultant and learn 
to trust him. Subsequently, an individual consultee may seek help on a prob- 
lem that he might feel reluctant to discuss in the group. As a result of this 
individual consultation, the consultee generally becomes more comfortable in 
sharing his work-related problems with the group. 

The mental health consultant who works with a number of professional 
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groups and community agencies can do a great deal to facilitate ^ 
Ldectanding and cooperation. By ananging for a professional wor er 
one agency to participate in a group consultation session with another agency 
the insuhant can help to bring about a more comprehensive J 

of cases on which there is multiple agency involvement. The visiting pmfe 
sional, in describing his involvement on the case helps to clanfy 
of the s^vices offered by his agency and how these services are p«formed^ 
The resulting clarification of professional roles and functions permits a mote 
optimal utilization of community resources. 

CONSULTATION WITH COMMUNITY LEADERS 

Since economic, social, and cultural factors are criHcal detemiinants 

of emotional disturbance and well being, 

is essenrial in a balanced and comprehensive mental health 

community action for mental health requites community , 

community control as well as continuity of concern for the 

(Smith & Hobbs, 1966). The separation of mental health services fcom other 

community institutions is a major banier to effective “ 

can be surmounted only if responsible representatives of the common ty are 

actively involved in program development. and 

must therefore share responsibility with mental health specialists in the plan- 

nine of community programs. i j . 

The early and continued participation of community leaders in program 

planning is essential to meeting the mental health needs of the ^ple, an 
Aese nfeds can be optimally served by integrating mental health services 
with other community programs (Lamson, 1955). The active invohement 
of citizens in mental health programs through organizations such as the Na_ 
tional Association for Mental Health is neither “visionary nor a diversion of 
attention as suggested by the Joint Commission. ‘"volvement is^ 
torv for it provides the perspective that is required to develop a mental health 
program befitting the needs, customs, and resources of the community. 
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The School as a Psychological Influence 

A result of current interest in preventive mental health phenomena 
; that the school has become a focus for both primary an^d secondary preven- 
ion programs. The reasons for this emphasis on the Khool are not comp ^ 
ated. It is axiomatic that efforts at prevention should begin ear y in 
,f the individual, since intervention geared to helping the c ^ 

s likely to be more effective than that concerned with the adult, who is le 
eceptive to change. Moreover, working in the school has the advanta^ o 
■act'that it is one of the most influential institutional agents in the com 
munity unique in its access to all strata of society. For the most part, preven 
l lgral in the school have focused on the early identification of 
emotional disturbance, on prompt and appropriate referral, an 
on a treatment regimen itself. Usually, the school is selected as the setting 
for such work because it has children available and because it provides the 

necessary facilities and institutional leverage. , i ^ o 

^e concept of a school as a place where children ive rather jhan a^ 
place where they ate kept or trained is not easily learned. Even sophisticate 
Lial scientists concerned with preventive mental health “ 

view the school principally as a repository for the j 

mental health they ate dedicated to protect. Although schoo ment 
programs often diL from other forms of public health involvernen m ^t 
fhev are not totally divorced from the educational operation-unhke the alien 
dental clinic standing amid the classrooms of children, a mental hea pt 
; am wmofLn recruit teachers to help identify the most distu^d and 
vulnerable children on the basis of their classroom experience ther^ 
the participation of the teacher is usually seen as marking a 
her custornary role. If the mental health worker sees a mnnecdon toween 
his own concerns and those of the teacher, it is that the child s extra-learning 
behavior prevents his integration into the classroom routine and impairs his 
.Thanks aw due .0 Jacqueline Rosen and Doris Wallace for their thoughtful re- 
view of this manuscript. 
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ability to learn. The classroom proper, with all its children, is seldom taken 
to be the province of a mental health prevention program, even though it 
constitutes an environment in which the child will live during his 
years and in which he will undergo experiences that will shape his ultimate 

psychdogicalaStra^ viewpoint, growing out of modern educational theory, 

assigns to the school a much mote active role in preventive mental health. 
Schooling is seen as a primary form of psychological intetyention; it serves 
as an agent for promoting psychological growth, for mediating cognitive- 
affective integrations which support effective functioning and personal fulfill- 
ment. To describe the school as an agent does not imply that the school has 
an active choice to make as to whether it will have psychological impact. 
From a dynamic viewpoint, schools must inevitably have profound and wi e- 
spread psychological influence. The psychological influence of schools varies 
according to their expressed goals, but also according to charactetBtics about 
which they may have only limited awareness. They produce tah intended 
and unintended outcomes. Only when the classroom and the school ate 
regarded as psychological fields, and the implications of all transactions occur- 
ring within these fields ate made explicit, can proper evaluation of an educa- 
tioL program be made. While most modern educators are interested m 
btoadeLg and reformulating educational programs and objectives, it is on 
of their main contentions that the scope of influence of existing school pr 
grams is already much greater than is generally recognized, that life in scho 
impinges on virtually all other facets of the child’s existence. 

■Ae overall psychological impact, as distinguished from the less inclusive, 
purely academic-intellectual impact of school experience, is often viewed as 
an unintended side effect because educators, like most of us, prefer to otmu- 
late the goals of their enterprises in very concrete terms. This is one reason 
why acquisition of knowledge has traditionally been used to assess educa- 
tional growth. More complex effects than those assessed by conventiona 
achievement tests ate usually relegated to the amorphous status of 
able and intangible consequences. The complexity of these side 
compounded by their being very different for different children. Neverthe- 
less, it is maintained that these more nebulous, interactive aspects of schoo 
experience are more significant in the long run. The way in which schwl 
reinforces or alters psychological growth, the way it combines with other 
influence processes to change their path of action, has greater implications for 
the future development of the child than the acquisition of discrete skills 

solely attributable to the school. i i . i • n 

Another factor which discourages interest in the psychological inHuence 

of school experience is the long-standing tradition of limited emotiona in- 
vestment in school affairs. Teachers often define their role as narrowly as 
possible, restricting themselves to the dissemination of knowledge according 
to the specifications of curriculum bulletins. The children, m turn, respond 
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by developing a stylized reaction to school characterized by overt compliance 
but limited emotional commitment. Just as men are capable of isolating sev- 
eral years of their lives in the armed forces in order to disconnect the experi- 
ence from the basic directions and purpose of their lives, so, too, can children 
learn to “tune out” experiences in the school, thus minimizing their impact. 
However, because the child is not fully integrated in his psychological func- 
tioning during these formative years, the effectiveness of his psychological 
withdrawal from the classroom is reduced. Such withdrawal is not without 
psychological significance; the idea that the child thereby creates a psycho- 
logical vacuum is, of course, an illusion. If the primary mood of the school 
is disinterest or uninvolvement, this, too, becomes a potent psychological 
influence. 

An analysis of the psychological implications of classroom events and 
the formulation of a set of coordinate educational objectives has been a major 
contribution of the work of Barbara Biber (1955, 1961). Among the potential 
consequences of school experience, cited by her, is the opportunity it can 
offer for extending the child’s feeling of acceptance to an orbit beyond his 
immediate family. The primitive, early childhood relationships with the 
family forge a concept of self and outer world which becomes solidified by 
the regularity of the family-dominated ^environment of early childhood. 
Upon entering school, the world of the child is expanded, elaborated, and 
reordered. What he experiences in school can serve to confirm and validate 
what he has already learned at home, or it can offer a set of alternatives 
which permit him to view his already established relationships and percep- 
tions from a new, substantial perspective. The impact of a school program, 
however, does not have an invariant effect on all those exposed to it, since 
the effects of the child’s new experiences in school are governed by the char- 
acter of his psychic organization, by his ability to assimilate novelty and 
modify previous perceptions and cognitive orientation on the basis of new 
experience. 

No realistic appraisal of the influence of school experience would ascribe 
to it those psychological forces which have been set in motion and sustained 
by the home. What is customarily regarded as the characterological core of 
the child’s psychological make-up owes its formation to the nuclear relation- 
ships within the family. Nevertheless, the child begins to attend school early 
enough for some of these more basic psychological structures to be affected. 
From one standpoint at least, one might speculate that the school’s psycho- 
logical impact will be stronger than that of the home. Early experiences and 
relationships have so decisive an effect on the development of perception 
and values that the home environment may form the background against 
which extrafamilial figures in the contemporaneous world are sorted and re- 
sponded to by the child. In contrast to the fixed perceptions derived from 
family life, the variation in school life provided by transitions from year to 
year in teacher and class composition introduces enough novelty to permit the 
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school to maintain a compelling quality as figure against the ground of the 

home. . , 

In sum, these arguments challenge the idea that school impact can 

restricted to academic or specific psychological dimensions according to the 
will of the teacher. What transpires in the classroom can be examined 
through different lenses. The affective and the intellectual are different modes 
of classifying aspects of the psychological processes which inhere in all class 
room behavior. Whatever the style of teaching and quality of classroom life, 
they can be studied in relation to their implications for the psychological 
influence on the participating children, according to whichever variables in- 
terest the observer. The emphasis here is on the totality of factors and their 
interrelations which operate in the classroom, on an educational program 
based upon a sociopsychological analysis of the classroom situation. 

It should be noted that the point of view summarized in the preceding 
paragraphs does not imply an unqualified endorsement of recent secondary 
approaches to mental health in the schools. While such preventive programs 
tend to increase the psychological awareness of school personnel, they exert 
a conservative influence upon education by helping emotionally disturbed 
and other groups of children to respond effectively to already established pat- 
terns of teaching. A psychological viewpoint should pervade the total plan- 
ning of the school program, and not be confined to coping with isolated 
problems such as the identification of pathology. Special services within a 
school should emanate from a master plan based upon an analysis of the needs 
of children from the standpoint of developmental theory (Biber & Franklin, 

These same reservations apply to crash programs now directed at dis- 
advantaged children. Preventive mental health in the school is too universal 
and too complex a task to be studied by ad hoc groups expecting short-term 
breakthroughs. It would appear that these efforts would be better spent if 
they were directed toward achieving a more pervasive and enduring influence. 
Furthermore, children who are manifestly ineffective in school may constitute 
the most serious problem; but they are outnumbered by the masses of children 
who go through school unnoticed yet who have not truly learned or experi- 
enced gratification from learning, who have been exposed to a school environ- 
ment that reinforces their acceptance of anonymity and marginal effective- 

ness. 



A Study of School Effects at Bank 
Street College- 



At Bank Street College, where there has been a long-standing com- 
mitment to modern educational theory based on years of practice and observa- 
tion in the schools, it was decided to put some of these empirically-based 



2 This research project, "The Psychological Impact of School ExpenW sup- 
ported by a grant from the National Institute of Mental Health (M 1075). The com- 
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convictions to a more systematic and rigorous test. We wanted to det«mine 
whether children really are affected by schooling in the ways we had come 
to believe and to explore other possible dimensions of school ^ 

sequently the Research Division undertook an intensive study of chilton 
who atJnded different kinds of schools. Countless faces «^*e ^ ^ 
vironment merit systematic study as independent vanables in the analyst 
of the psychological effecB of school experience. Among these, we chose a 
moUr viable, the modem-traditional continuum of school ideology Pr«- 

tice. By traditional ideology we meant an ^““^8 ‘“/‘!““‘“’"7HLands 
rl....Js intellectual achievement along predetermined lines and demands 

Lid socialization; modem ideology was defined as a^ignmg greater v^ue to 
individuality and to the processes of thinking and learning an 
mastery of Reified content. The modem-traditional quality of a schwl 
envitZment was judged to embody its most salient influencing factors. The 
modem-traditional concept provided a framework for descnbmg how dive^ 
educational considerations were organized and integrated to achieve a van y 
of inteneUted educational goals. We concluded that schools, exphcitly or 
implicitly, organized their programming on the basis of a constellation o 
ideas wHch Lupied different points on the modern-traditional continuum. 

The continuum became our independent variable. . , , ,„j; 

This stance required us to define what we meant by modem and tmdi- 
tional educational ideology and practice and to devise criteria for judg ng 
schools and child-rearing practices along this dimension. It ^“‘^8 
how difficult this was to accomplish and how compromi^d soim 
bets felt when the ultimate definitions and entena to be used were estab- 
Ifehed. Multiple criteria were established, thereby ramng questions mgarding 
their hierarchy and the nature of their interaction. If entenon A is presen 
in a school but not criterion B, is A of the same quality when it is accom- 
panied by B? It was also recognized that in using multiple entena we could 
never be'^sure which components of the configuration of antecedents were 

mote or less responsible for the effects we observed. 

The basic strategy of the study was to find groups of children of essen 
tially equivalent socioeconomic background who attraded schwls which 
varied along the modem-traditional continuum, and then to su jec es 
children to intensive individual psychological study along a set of selected 
dimensions in order to explore psychologicaUy meaningful vanables, ratte 
than mere indices of academic achievement. Practical considerations dictated 
that the intensive assessment of the children (which was to extend over six 
different individual interview and testing sessions, covering a total of eight 

■plete resulu of “y will 

w“Ba“ks' tor n 1968. The seleoed findings repo.^ in this article 
findings presented here tests solely with the author. 
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or nine hours) be restricted to a relatively small number of subjects. In all, 
105 fourth graders constituted the subject group. 

Four different schools, each representing different points on the modern- 
traditional continuum, were chosen. Although it would have been less com- 
plicated to include only public schools in the study, our wish to have the 
most modem end of the continuum represented required the inclusion of an 
independent private school. The four schools from which fourth-grade chil- 
dren were selected for intensive study, therefore, consisted of three public 
schools, two of which were considered quite traditional and the other modern, 
and a very modern, independent private school. The series of comprehensive 
and rather complex criteria established to characterize whether a school was 
modern or traditional, which guided the selection of schools, included judg- 
ments of: the role of the school in educating fpr competence; the relation of 
the school as an institution to its social and professional milieu; the quality 
of personal interaction among children and school staff and within the hier 
archical structure; the school’s view of individuality; and the manner in which 
it deals with issues of motivation, autonomy, and self-realization. 

An obvious methodological barrier to the study of the effects of variations 
in school experience is the problem of controlling for sources of influence 
other than the school-most prominently the influence of the home. Two 
methods of control over the influence of the home, both approximate, were 
employed. The groups were equated with regard to certain home variables- 
the children were selected so that the four groups were essentially equivalent 
as to the socioeducational-economic character of the home, so that variation 
among the groups in the dependent variables could not be attributed to varia- 
tion in these characteristics. In addition, each of the mothers of the study 
children was interviewed and completed a questionnaire regarding child- 
rearing ideology. The degree of correlation between the measures of child- 
rearing practices and ideology and attributes of the children s psychological 
functioning was recorded to establish the relation between home character- 
istics and the dependent variables. In this manner differences in dependent 
variable measures found among school groups could be examined in the 
light of information regarding the relative contribution of home influence. 
This mode of control was neither complete nor precise but offered an estimate 
of the relative impact of the most competitive source of psychological influ- 
ence— the home. 

In planning the assessment procedures, it became apparent that our ex- 
pectations regarding the school’s influence on the child did not necessarily 
involve variables for which psychologists had developed methods of measure- 
ment. The antecedent conditions we studied were not of the type routinely 
manipulated by experimenters; they constituted a large segment of the child s 
environment, the effects of which had not been studied previously. In addi- 
tion, our mental health framework forced us to break out of the circle of con- 
ventional research variables, so that some new conceptualizations and methods 
were created. For example, we were interested in such variables as the quality 
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rhnc^ exnerience upon cognitive development reminded us that cognition 

unique patterning of abilities within a group, were ^ J. 

2e functioning for which measurement was highly refined, whereas 

ferences between the groups often fail PP 

”T*” S'S » !«-"• • •; “ '"i 

PseTmfion of findbgs “vrifi dimension cited previ- 

How he views childhood was considered to be one facet of the child 
relateless to the self, and the issue of self-perception was re^j - P!™®! 

knowledge. j . « fUp niher hand marks personal experience as 

The modern educator, on the other nana, p ^^.Upripol nrocess of 

qtently the self constitutes the prime mediator of the 1“™ g P ^ 
tL iiHlization of play and dramatization as a medium tor learning 

experiences and interests as a resource 6 r socialization, 
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gest that the child’s perspective with regard to child-adult status would be 
differentially affected by school experience. A number of measures bearing upon 
this issue were obtained, both direct and indirect, most of which tend to sub- 
stantiate this expectation. 

In the course of the interview and testing sessions, the child was asked 
what age he believed to be best, what he thought was the best job in the 
world, and what he would do with a million dollars if it were given him to 
spend in one day. Hi-: responses to these questions, and the stories he made 
up to a set of j)iclures, were rated according to their adult-child quality- 
according to whether the jobs chosen and the modes of spending the million 
dollars adhered to adult patterns and images of work and wealth or typified 
the child’s orientation to money and jobs and were concerned with fulfilling 
more child-like impulses. 

There were reliable differences among the school groups in their re- 
sponses to the question about the best age to be. The modern private school 
group consistently favored earlier life stages, showing a greater affinity for 
childhood and their current age level. The rank order of the mean preferred 
age corresponded exactly to the rank order of the degree of traditionalism in 
the four schools.® 

The remaining findings of this cluster present a more consistent pattern. 
The responses given to the Children’s Picture Story Test, a variant of the 
TAT, were rated according to the degree to which they involved themes re- 
lating to older social sex roles such as dating, marriage, and having children. 
Here, once again, the rank order of mean ratings paralleled the rank order 
of traditionalism. The magnitude of the differences among schools did not 
achieve statistically significant levels. 

In a similar vein, the traditional school groups more often described 
adult-oriented jobs as those they considered best. These included engineer, 
lawyer, doctor, housewife, teacher. Their conception of the desirable job was 
clearly modeled upon adult standards. By age nine their ideas about what 
constituted desirable work were hardly distinguishable from those offered by 
adults. In contrast, the modern school group’s responses-for example, fire- 
man, detective, ballet dancer— were reliably more fantasy-derived and more 
closely associated with the facets of life in which they were most deeply 
interested. Their choices were clearly more child-centered. 

Responses to the million dollars dilemma followed the same pattern. The 
traditional school group more often gave adultlike responses. They thought 
of buying property, of making huge investments and acquiring companies. 
They were much more concerned with the accoutrements of wealth as adults 
tend to see them. The modern private sch(X)l again was much more preoccu- 

3 It should be noted, however, that in this instance, data obtained from a self-rating 
procedure concerned with a very similar issue failed to reliably differentiate the four 
school groups. The difference in results betw'een the two sets of data is probably attribut- 
able to the wording of each of the procedures. 
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pied with securing pleasures associated with childhood, with buiying toys, 
finding opportunities to visit places, and obtaining entertainment t ey onge 
for. They were less systematic and businesslike in their way of disposing o 
so large a sum of money, their responses were more childlike. The rank order 
of group means corresponded perfectly with the traditionalism rank order of 
the groups. The overall difference among school means was reliable, as was 
the difference between the modern private school mean and that of each o 
the two traditional school means. 

In these instances, then, a relatively consistent patten of differentiation 
among the school groups was obtained. It is important to note that t e mo ern 
private school group, found to be more identified with childhood, was no 
simply more childlike. The usual constellation of characteristics associated 
with immaturity were not present in these children. There was no evjdence 
that they felt mote helpless or less responsible as human beings. In this re- 
gard, their fantasy productions contained fewer references to adult Rgures, 
apparently there was less need to include patent figures in the events they 
portrayed in fantasy. In addition, when patent figures were included, they 
tettrayed them with less veneration than did children from the tmditional 
Siools. Other evidence indicated that the ties to the home were just as strong 
in these nine-year-old children-, the difference between the two g'“I» ^ 
the content of their fantasy, in the prominence of parent figures and their 

""''"'"Additional data of interest came from a series of questions about crime 
and punishment in which the children were asked to indicate what they 
thought was the worst crime. Here there was virtual unanimity-, almost all 
the children responded with murder or some equally heinous act. But when 
they were asked to indicate what was the worst thing that a child in their 
clas could do, most of the children from the public school groups usually 
mentioned some form of childish prank. A substantial number from the 
modern private school group, however, responded once again with murder. 
This difference in response can be interpreted in various ways. When ex- 
amined in conjunction with the previously cited results, it apjtears to express 
the children’s differing perception of their own power and influence, he 
public school children learned to view their childhood state as a fo™ of pre- 
Lulthood or apprenticeship, a state of being with limited P^leges and 
power whereas those from the modern private school saw childhood as 
having a status of its own and children as possessing potential power and 

desti-uction not unlike adults. r , i i c i v ow. 

These findings are presented as illustrative of the level of analysis em- 
ployed and the modes of differentiation obtained in our comprehensive stu y. 
As one dependent variable after another was studied with regard to school 
effects, one of the most prominent patterns of findings to emerge was the 
difference between boys and girls, irrespective of school For example, strik- 
ing sex differences were found among the measures of identification with 






248 



NEW APPROACHES IN THE SCHOOLS 



childhood cited above. In response to the question about the best age, the 
girls reliably more often favored older stages— adolescence and adulthood— 
whereas the boys preferred their present age or slightly younger. The differ- 
ences among the school groups in their tendency to include themes relating 
to older social sex roles on the Children’s Picture Story Test were primarily 
accounted for by the higher mean scores found among the traditional school 
girls. Significant sex differences in each of the two traditional schools, as well 
as in the total sample, were found. 

Statistically significant differences between the sexes were found among 
many of the other variables which were studied— imaginativeness, the degree 
and quality of self-differentiation, the tendency to introduce parent figures 
into fantasy productions, the mode in which aggressive feelings were ex- 
pressed in fantasy, and the manner in which the self was projected in figure 
drawings. There were differences, too, in how popular and competent the 
boys and the girls believed themselves to be in relation to the rest of their 
class and in how convinced they were that it was better to be a member of 
their own sex. The rediscovery of sex differences is a major theme among the 
findings of current research in developmental psychology. The sex difference 
results of greatest interest in our study were those which interacted with 
school differences (Minuchin, 1965). Such patterns occurred with sufficient 
reliability and regularity to conclude that some of the schools which were 
studied reinforced the psychological divergence among the sexes more than 
others, and that questions regarding the responsiveness to school environments 
needed to be studied separately for each sex. 

Conclusions and Implications for 
Future Research 

Although the findings reported here pertain to only a fragment of 
the variables which were studied, it is apparent that a great deal of additional 
work is needed to clarify the issues raised by our work. More dimensions of 
personality and cognitive functioning need to be investigated and the sample 
broadened to include children from more diverse socioeconomic backgrounds. 
Perhaps most important, the effects of school experience should be studied at 
several points in development, spanning the period from the beginning to 
the end of school. Clearly the impact of schooling evolves over time; it is a 
developmental process. The residue of each component of school experience 
interacts with future school experiences and developmental changes. School 
programming, when planned with deliberation and foresight, takes the cur- 
rent developmental needs of the child into account and utilizes these trends 
in shaping a program that will maximally foster growth according to ultimate 
goals. If we think of the child’s school career as a journey, comparisons of 
school effects at any single point in time are useful and illuminating but 
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reveal only landmarks. Variation among the schools in pacing-how much 

time is taken initially for priming the participants ^ "‘"^ifficXLaTn 
whether they have chosen to traverse some of the more difficult terra 
earlier or later-makes it difficult to forecast the ultimate outcome on the basis 
of the school group’s relative position at some intermediate point. 

One fault ofl above analogy is that it suggest that contr^ing edu- 
cational ideologies offer alternative paths to a single destination. The d tter- 
inces found beween the modern and traditional school 
to their investment in childhood and their involvement in later stages of 

development strongly suggest that different 

involved, that these schools we.e cultivating different patterns of child 
growth in order to achieve overlapping but different objectives. The differing 
objectives of contrasting educational programs is an issue w ic warran 
more intensive thought than it usually revives. We often ^ 

ttoversies over ideology by stating that they are concerned with different 
means to achieve a common end. Yet the hierarchy of values inherent in the 
modern and traditional ideologies is clearly distinct; the repertoire of behmio 
they value most highly in the functioning adult ate fat from 
lapping value systems with distinct hierarchical structures me as d.&rent 
from one another as a patron of the arts is from an arrist. When the tune 

comes that educators can specify and implement 8'"^ 

cision, the problem of conflicting values between the educational practitioner 

and client will have to be confronted. 

Where our findings have been negative, they have led to the customary 

reevaluation of theory and method. But the complexity of our research prob- 
lem is such that even our positive findings have an enigmatic quality. For 
example, striking differences were found in the chi dren’s attitude toward 
school, which confirmed our expectations. The data indicated something many 
educators have long known-that school can be made attractive and even 
lovable. And it is accurate to say that many of the children who were studied, 
particularly those from the modern schools, really loved school. It satisfied 
their thirst for inquiry and supported development of 

sonally selected and meaningful lines. However, the self-eviden esi y 
of these outcomes should not cause us to lose sight o t e purjws« w 
more customary attitudes of hostility toward school may have served. The very 
durability of traditional education would suggest that something about its 
form renders it dynamically functional, that its particular approac serves 
adaptive ends. Considered from this standpoint, the congeniality of the rela- 
tionship between child and school effected in the modern school raises ques- 
tions we have not had an opportunity to study^ D^s the customary ammosUy 

toward school have some special function in the ^"^^^hostil 

example, to what extent does the school serve as the object of displaced hostil- 

itv toLrd the parents, as a kind of safety valve in the Parent-child relation- 
ship> Are there^ some advantages, as well as the self-evident disadvantages. 
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associated with a limited commitment to school? How does investment in 
school affect other primary relationships? These questions remind us that the 
child’s relatedness to school is part of a dynamic network; they introduce still 
other perspectives to the study of school influence. 

In a number of instances, this study has contributed new formulations of 
dimensions of personality and cognition. The child’s investment in childhood 
and his degree of involvement in later stages of development have been shown 
to be significantly affected by school experience. Other findings, not presented 
in this chapter, have pointed to the significance of the dimension of group 
functioning, at a cognitive as well as social level. Our work also confirmed 
that relatively fine distinctions in personality functioning, such as degrees of 
self-differentiation, can be assessed and, further, can be shown to be related 
to particular forms of school experience. Among the most unexpected and 
interesting findings were those relating differential school experience to the 
sex of the children. It would appear that some educational theorists have been 
so concerned with overcoming arbitrary and restrictive attitudes which dif- 
ferentiate the activities and interest patterns of boys and girls that they have 
lost sight of important developmental and psychological differences between 
the sexes which affect the meaning and influence of school. 

It scarcely needs to be noted that our findings have not demonstrated that 
thoughtful planning and execution of school programs can prevent mental 
illness. Disabling pathology usually involves factors outside the realm in- 
fluenced by school experience. However, when the psychological organiza- 
tion of the child is more plastic, when it is not rigidified by pathology, the 
findings indicate that significant dimensions of psychological functioning can 
be influein. ;d by the character of school environment. Since, obviously, the 
modern-traditional quality is not the school’s only dimension of variation, and 
since the study itself should properly be regarded as only a pilot version of the 
evaluation of this modern-traditional continuum, it may be suggested that the 
influences of school experience are far more extensive and complex than our 
study has revealed. 

The relevance of thij work to the preventive mental health movement 
lies as much in its form as in its substantive findings. It is rare for behavioral 
scientists to have the opportunity to study the effects of so profr>und a differ- 
ence in stable, enduring conditions of life— environmental factors which are 
at the same time completely malleable, which can be shaped by man’s will. 
If preventive work is to advance beyond the point of exclusive concern with 
the early identification and treatment of pathology, if it is to contribute to 
social planning by gauging and manipulating psychosocial environments, then 
it must embark upon a similar course of study. It must first identify the 
dominant influence systems in the environment and then systematically assess 
the effects of variation along its most salient continua. Such work is destined 
to proceed slowly because it requires far more refined analytic procedures for 
dealing with simultaneous multiple influence factors and their interaction 
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than now exist. In the final analysis, however, such work is essential if the 
social sciences are to become more potent instruments for inquiry and the 
mental health movement is to approach its goal of effective prevention. 
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Schools present a most compelling avenue for preventive programs 
since they are institutionalized settings in which all children can be found. 
Programs of mental hygiene in classrooms have been advocated for many 
years (Group for the Advancement of Psychiatry, 1951). The bulk of these 
programs, however, have not met with adequate success. Among the reasons 
for this are the following: some programs required special training of scarce 
personnel; others asked for the enthusiastic cooperation of overtaxed, disin- 
terested, and professionally reluctant teachers and administrators; and still 
others were so lacking in appeal or validity as to appear solely an exercise in 
moralizing. 



Primary Prevention in the Classroom 

Primary prevention aims at reducing the incidence of disturbance. 
It is not always necessary to know the exact cause of a disturbance in order to 
make some gains in preventing it from occurring. Improvement programs 
based on educated guesses of the relationship between variables have often 
realized positive results. For example, even before the existence of germs was 
known, the observation that cleanliness, sanitation, and pleasant living condi- 
tions relate to the maintenance of physical health was sufficient to carry forth 
effective public health programs. In the economic realm, where determination 
of etiology is also frustrated by complexities, the recent bold stroke of reducing 
taxes so as to increase consumer spending seems to have maintained the 
period of prosperity. Currently, the approach to general problems of social 
well-being in the United States suggests that concerted action on plausible 
notions is the order of the dav. 

Although behavior has long been regarded as a function of a person and 

1 The teaching program represents a project carried out at the South Shore Mental 
Health Center, Quincy, Massachusetts, where the author was Director of Research. 
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an environment, fascination with internal machinations of deeply embedded 
dynamics has led to concentrated attention on psychotherapeutic treatment. 
The influence of psychoanalytic theory, because of its indivirlual approach, 
delayed serious consideration of preventive programs. The new interest of 
mental health professionals in the interaction of people with their environ- 
ments has restimulated thoughts about prevention. 

In essence, primary prevention either fortifies the risk group in such a 
manner as to enable it to ward off affliction or rearranges an environment so 
as to expel the harmful features. It follows that the earlier this can be accom- 
plished in a life cycle, the greater the opportunity for lowering incidence of 
kturbance. Thus, many programs of primary prevention tend to focus on 

parents and on schools. „ 

In considering what can be done to help school children cope more effec- 
tively with life stresses, an optimal approach would be directed to both the 
child and his school environment. At a practical level, however, it is helpfu 
to focus on one or the other of these alternatives. With regard f- . school 
environment, the assumption is made that the conditions surrov ^ 

educational process have the power to mold. The teachers attitude, . look, 
and relationships with her pupils are each prime ingredients of this environ- 
ment. Additionally, the social structure of the school and the classroom, an 
the very manner in which education goes about its business, are important 
components. If, on the other hand, the child himself is to be directly fortified, 
consideration should be given to the more formal learning inputs, .ttenhon 
would then be focused on curriculum content, and on the specihc learnings 
and values inherent in a particular curriculum. 

TWO SUSTAINED APPROACHES 

There have been several attempts to come to grips with issues of 
mental health and the classroom. The history of past effotte inclute a large- 
scale activity program in the New York City schools (Loftus, im 1943), 
human relatiOiis classes in the junior high schools (Bulhs, ®P 

ment of materiaU and approaches to improve intergroup understanding (, I aba, 
1949), and the training of selected teachers and school administrators to 
enable them to guide discussions of human relations in the classroom Cbeeley, 
1954). Critical elaboration of these projects is not necessarily germane to the 
purposes of this chapter. However, two programs sustained for over twenty- 
five years, each reflecting a different prong of primary prevention strategy, 

stand out as guideposts. 

The Total School Atmosphere Emphasis 

The first sustained program to be discussed stems from the work of 
Barbara Biber and the Bank Street College group. Their method which 
evolved from Dewey's concepts of learning and social interaction, advocates 
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“infusing mental health principles in every school process” (Biber, 1961, 
p. 348). Based on a multiple criterion approach, which integrates the goals 
of education and the goals of mental health, their program emphasizes the 
positive relations of children with teachers and administrators, cooperative 
relations among the staff, flexibility of curriculum and evaluation, and the 
cordiality of the teaching process. 

They see an inescapable circularity in the intricate interdependence of 
cognitive and affective growth (Cartwright & Biber, 1965). Although mastery 
and achievement are recognized as essential to ego strength, they feel that 
the experiences and relationships through which cognitive learning functions 
are also prime factors. Their teacher education methods (Biber, Gilkerson, & 
Winsor, 1959) are based on general propositions which serve the purposes of 
mental health; they are useful in understanding psychological constancies in 
the educational process. The following interlocking goals (Biber, 1961) have 
been formulated: (1) positive feeling toward self, (2) realistic perception of 
self and others, (3) relatedness to people, (4) relatedness to environment, 
(5) independence, (6) curiosity and creativity, and (7) recovery and coping 
strength. 

There is obvious difficulty in conducting reseai^h on the formulation 
developed by the Bank Street College group, but a critical study of the 
assumption that the quality of school experience significantly effects the total 
psychological growth of children has been undertaken by them (Biber, 1961). 
The research design calls for the examination of 106 fourth graders, matched 
for IQ, in four different schools. The schools were selected in terms of sig- 
nificant differences along the modern-traditional continuum. Some general 
results of this study are presented by Zimiles in Chapter 13. 

The Improved Curriculum Emphasis 

Since 1941, Ojemann (1961) and his colleagues at the University 
of Iowa have conducted a conscientious research and development program 
on teaching children a causal orientation to the social environment. This 
causal orientation was defined by Ojemann as an understanding and apprecia- 
tion of the dynamic, complex, and interacting nature of the forces that oper- 
ate in human behavior; it involves an attitude of flexibility, of seeing things 
from the viewpoint of others, and an awareness of the probabilistic nature of 
knowledge. Their approach assumes that a person who is aware of the dynam- 
ics and cau.sal nature of human activities is better able to solve his own 
problems and to deal with social situations. 

The Iowa project involves no specific intent to introduce new subject 
matter, as such, into the school curriculum. Rather, the intent is to restructure 
the existing curriculum (social studies, English, geography, etc.) so that it 
attends to issues of human behavior. Intensive teacher training programs 
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were developed (Stiles, 1950) to foster a causal orientation among teachers so 
that their pupils would benefit from early and sytematic exposure to this 
mode of thinking. For Ojemann (1959) “the essential problem is to devise a 
curriculum that is causally oriented throughout and that is taught by a 
causally oriented teacher beginning in the early years” (p. 21). 

Various studies from the Iowa Child Welfare Research Station have 
shown their work to be effective. Muuss (1960) matched three groups of 25 
sixth graders on IQ and sex. One group participated in the program for one 
year, another group for two years, and the third group did not participate at 
all. Criterion measures included the Problem Situation Test (a measure of the 
tendency to use immediate punitiveness), the Children’s Anti-democratic 
Scale (CADS), and certainty scores of a test for intolerance of ambiguity. 
The group exposed to the program for two years showed a significantly posi- 
tive gain over the one-year group on these measures. Levitt (1955) showed in 
a previous study that experimental subjects, exposed to the causal teaching 
program, had become significantly less authoritarian and more willing to 
assume responsibility. Stiles (1950) investigated changes in the method used 
by fourth-, fifth-, and sixth-grade children to handle daily behavior situations 
brought up for consideration in the “Room Council.” He found that the 
causal learning program produced significant changes in the direction of 
decreased punitiveness; the children were more concerned with understand- 
ing before deciding. Ojemann, Levitt, Lyle, and Whiteside (1955) trained 
teachers to use special curriculum methods emphasizing multideterminism. 
The teachers were trained for one month in the summer, and group confer- 
ences were held every three weeks during the year. Experimental teachers 
were matched with control teachers, who made use of materials if they so 
desired but were not trained to use them. The results showed that classes 
belonging to the experimental teachers showed a marked positive change in 
punitiveness and causal orientation. In a more recent study (Ojemann & 
Snider, 1964), a causally oriented behavior observation form was used by 
trained observers. Results showed significant gains in causally oriented behav- 
ior by the experimental groups. 

A somewhat different curriculum approach has been conducted by Lip- 
pitt, Lippitt, and Fox (1964) at the Institute of Social Research at the 
University of Michigan. They formulated a pilot project to explore the 
possibilities, of early social science education and developed and taught six 
social science laboratory units, including learning from grownups, feedback 
in interpersonal relations, and rules and standards in group life. These units 
were planned to fit flexibly into current social studies programs. 

Discussion 

The Bank Street College approach involves, by its very nature, an 
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espousal of a value system. It is allied to the “social-political liberalism of the 
century, or more generally, the values of the humanist point of view” (Biber, 
1961, p. 325). Personality is to be engineered, so to speak, on the basis of a 
congruence between mental health values and the goals of modern education 
through the medium of interacting factors in school life. The assumption is 
that an emotionally “healthy” experience with the process of learning will aid 
in developing a child’s ego strength. 

While there is a compelling logic to this point of view, the values under- 
lying the program are not held by all. Some believe such specifications about 
personality are not in the realm of the educational mandate and interfere with 
the child’s or family’s spontaneous finding of their own most comfortable 
level of contribution, unencumbered by homogeneity of perceived values. 
Society, it is agreed, is better for having the fragile, exquisitely sensitive 
person as well as the brash promoter. Although elements of the Bank Street 
College program have had an influence on school procedures in general, 
acceptance has not been widespread; its greatest influence has been in selected 
private school settings. 

The improved curriculum approach as represented by Ojemann and his 
co-workers has had even less impact on school procedures. In part this may 
be due to the fact that the program requires that the teachers be motivated to 
seek training. Good teachers do, in fact, often supplement the prescribed 
curriculum with current events or interests stemming from their own back- 
ground and experiences, but such supplements do not generally require 
extended knowledge about the materials being considered. The “causal orien- 
tation” would seem to be not only an attitude of mind but also a serious 
subject .'^or study and mastery by the teacher. Since specific allotments of 
time are not set aside for this aspect of the curriculum, but rather the orienta- 
tion is interlaced through units already being taught, it requires considerable 
organizational ingenuity in order to incorporate it effectively into a teaching 
program. 

The Ojemann program is also hampered by the way teacher education 
institutions organize their training programs. Courses are usually taken along 
subject matter lines, and things psychological are taught peripherally as 
foundation subjects. If this model were to change so as to articulate better the 
purposes of a truly integrated curriculum, greater success with the causally 
oriented curriculum might be realized. However, the trend appears to be in 
the opposite direction; the times advocate an even higher degree of specializa- 
tion and a commitment to specific skills and subject matter. Educators may 
be more likely to accept the teaching of an entirely new discipline, replete 
with its own curriculum materials, methods, and trained teachers, than to 
rework old, established ways of doing things. The “new” mathematics and 
science curricula were brought into forward-looking school systems in toto, 
rather than as piecemeal revisions of existing approaches. 
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The Behavioral Sciences Curriculum 
IN THE Elementary Grades 

Since 1963 an experimental program of teaching the behavioral sci- 
ences as a formal, academic, curriculum subject has been conducted in 
selected elementary schools located in the South Shore area just outside of 
Boston. Sponsored by the South Shore Mental Health Center, this program 
was initially begun as an extension to the school mental health consultation 
program that has been in effect for over a decade. The teaching program has 
gone through several stages of development since it was first instituted. In the 
subsequent sections of this chapter an attempt will be made to describe the 
program's rationale, its history, its application to fourth-grade classes, i‘s 
subsequent extension into residential treatment. Furthermore, a controlled 
evaluation of the effectiveness of the program, and the development of a 
seminar for teachers, which has grown out of it, will be described. 

HISTORY OF THE PROJECT 

The impact of Sputnik on American education resulted in a move- 
ment toward revision of elementary school curricula in the areas of natura 
science and mathematics. At the time, this type of curriculum revision seemed 
an appropriate reaction. However, with the advent of the frightening prospect 
of holocaust due to an inability to settle the question of atomic testing, it 
became increasingly clear to some that humanity was less in need of scientific 
preeminence than of solutions to its behavioral problems. Competition for 
technical superiority seemed almost beside the point when consideration was 
given the unsolved problems of human behavior as reflected in disordered 
international relationships. 

At about this time, also, there appeared a resurgence of interest in pre- 
ventive mental health programs stimulated by the publication of the final 
report of the Joint Commission on Mental Illness and Health (1961). Draw- 
ing on the author’s previous attempt to foster mental health in the classroom 
bv teaching “behavioral science" units to public school children in New York 
City’s Harlem (Rosenthal, 1952), and contemplating the meager progress 
achieved by advocates of mental health programs in the sch^ls, it seemed 
timely to think about a broad conceptualization of the school’s role in both 
mental health and behavioral studies. Such a conceptual framework needea to 
encompass the current philosophy of education, incorporate the salient con- 
cerns of contemporary life, and serve the purposes of primary prevention in 
the field of mental health. The conceptualization that emerged was the teach- 
ing of the behavioral sciences as a formal, academic subject in the elementary 

schools. . j 

Bruner’s (1961) influential essay The Process of Education seemed to 
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lend support to this approach. In the assertion that “any subject can be taught 
effectively in some intellectually honest form to any child at any age ot 
development" (Bruner, 1961, p. 33), one finds a basis for upgrading the tradi- 
tional elementary school curriculum in subjects such as algebra, science, eco 
nomics, and foreign languages (Gross, 1964), as well as for the « 

curricula in the heretofore unexplored behavioral science areas. Bruner 
himself has developed an anthropological course of study for grade school 
children in which the content is man. Currently designed fo fifth graders, 
his curriculum is organized around approaches to three questions. at 
human about human beings? . . . How did they get that way? ... an , ow 
can they be made more so? This mode of curriculum revision is congruent 
with, and can well serve as a part of, a broader curriculum in the behavioral 
sciences extending from first grade, if not kindergarten, through the remainder 
of public school education. 

RATIONALE 

Supporting arguments for introducing the behavioral sciences as a 
school subject in the primary grades can be advanced from various perspec- 
tives. A detailed discussion of such a program's rationale from an educational 
point of view has been presented elsewhere (Roen, l966, 1967b). The mam 
educational argument holds that psychology, sociology, and anthropology 
have come of age as scientific and professional disciplines; they have become 
so much a part of contemporary culture that those who have not been exposed 
to their subject matter are considered lacking. These disciplines, tog^her wit 
elements of psychiatry, economics, political science, and demography, might 
also serve as a structure to bridge the estrangement between the humanities 
and the sciences so well described by C. P. Snow. The behavioral sciences, al- 
though they, too, are plagued by camps who hold different value systems, are 
rooted in both objective and subjective approaches, reflecting the very nature 
of the subject matter itself. 

The concern of this chapter is the program's potential for the prevention 
of emotional disorder. This rationale takes three forms: (1) fortificatiori of 
ego, (2) greater comfort at school, and (3) recruitment and the spread ot 

effect. 



Fortification of Ego 

A person's ability to cope with life can be buttressed in several ways, 
not the least significant of which is the accumulation of knowledge. Those 
most successful in handling the problems of living appear to be those who 
are best equipped with the skills and information required. Our educational 
philosophy is predicated on the faith that knowledge will find its own rewards. 
Elementary grade children are still fairly close to the developmental decisions 
which will mold their personality; they are, for the most part, still free of 
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Recruitment and the Spread of Effect 
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was planning to go on to major in any of the behavioral sciences in college. 
Although there could be many explanations for this, a rather plausible one is 
that they knew little of the behavioral sciences since they had not been 
exposed to them in their schooling. A careful longitudinal study on career 
development of scientists (Cooley, 1963) suggested that the junior high 
schools were of great importance as a point in career choice. Since there is no 
significant formal exposure to the behavioral sciences in grade school, career 
choices in these fields would seem to be handicapped. Recruitment problems 
in the field of mental health are already acute, and ati racting competent young 
scholars to the study of behavior in graduate schools has been a problem for 
a long time. 

Teaching children about the behavioral sciences should spread its effect 
to parents and the community at large almost immediately. This could help 
restructure the general milieu in more supportive ways for those who have 
not succeeded in handling their behavioral inconsistencies. Thus, we may 
obtain greater community support for professionals working with recalcitrant 
cases of self-defeating behavior as well as greater public interest in scientific 
behavioral inquiry. 

THE INITIAL PROGRAM 

During the 1963-1964 academic year, as part of a school consultation 
program, the author contr^icted with the Hingham, Massachusetts school 
system to teach the behav,» al sciences to a fourth-grade class on the basis of 
a forty-minute period once a week over both semesters 6Roen, 1965a, 1967a, 
1967b). This experience was gratifying in several respects. The children were 
enthusiastic and receptive, and it was not difficult in most instances to formu- 
late the concepts and content on their level of understanding. There remained 
sufficient subject matter, not covered in the time period available, so that the 
class could have been extended over a considerably longer period of time. 
Despite the newness of the program and its intrusion of seldom-touched topics, 
there was no criticism from parents or others in the school community. In 
fact, newspaper publicity brought forth requests from personnel associated 
with other school systems in Massachusets for information and consultation 
directed toward instituting similar programs in their settings. 

At the end of the course, the children were given a typical classroom 
achievement-type test covering the content in order to supplement the subjec- 
tive impressions of the instructor. The same examination was also given to 25 
graduate students taking an advanced psychology course and to 51 under- 
graduates enrolled in an introductory psychology course. The scores for the 
three groups were as follows: graduate students’ mean = 61, standard devia- 
tion = 12; undergraduates’ mean = 84, standard deviation = 13; fourth 
graders’ mean = 76, standard deviation =•• 14. In a very gross way these data 
suggest that the fourth graders were, indeed, able to master the conrent quite 
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satistacrfy. This finding, seforted more 

.^-“.rA'ss 

purposes: 

1. What is behavioral science? 

Psychology, Sociology, Anthropolo^, Psych atty. 

What do you already know about behavior? 

•i. Behavior is a function of a person and in if 

Why will one child have a tern^r — and »oth ) ^ 
their parents refuse to let them watch a 1 v pt g 
you go about trying to find out the answer to this quesno 

^ ^0^011 the ways you are different from a 

List all the ways you are the same as „( pe«on 

4. What, besides your general environment, influences the P» 

you will he? 

Heredity. 

Development or maturation. 

Learning. 

5. Heredity. 

"interview of mothers, to find out what kind of behaviors babies 

are bom with. 

6. Development. 

Which characteristics develop farst? 

Lscles and their lelation to the development of a sense 

8. How does the idea of “1,” “me,” or "self’ develop? 

What body part do you point to when you s y 
Sell extension: halt, house, bicycle, beliefs, etc. 

Self-esteem and ideal self. 

9. Learning. . 

Bv what different ways do we learn? 

Condition them to raise their hand at the sight of 
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Pavlov’s dogs and how animals who are conditioned could be used 
to serve man. 

Stimulus, reinforcement, extinction, generalization, etc. 

How could you use conditioning to help people with bad habits? 

10. Classroom experiment with pupils as subjects on retroactive inhibition. 

An example of how psychologists discover facts about learning. 

11. Rote learning. 

Best ways to memorize: intent to learn, meaningfulness, distributed 
practice, active performance, organization and rhythm. 
Demonstration of memorizing a grocery list through association. 

12. Trial and error learning. 

Construct a maze and through discussion encourage learning experi- 
ments with animals. 

How do rewards and punishments influence learning? 

13. Insight and thinking. 

Examples of solving certain puzzles by changing set. 

Daydreaming as a form of thinking. 

Creative thinking. 

Reasoning. 

14. Doing, knowing, and feeling: their relation to muscles, head, and organs. 

Feelings and bodily changes— lie detector test. 

The emergency functions of emotions. 

15. The psychosomatic concept. 

What may happen to the body when strong emotions last for long 
periods of time? 

16. Emotions. 

Attaching names to feelings: anger, fear, anxiety, pleasure, love, etc. 

17. Anxiety and psychological pain. 

Their examples of how anxiety is different from fear. 

Anxiety as an opportunity for growth. 

Neurotic anxiety and the temptation to escape. 

The handling of anxiety. 

18. Doing, and the motives of man. 

Physiological motives and the planning of an experiment with ani- 
mals to discover the relative strength of drives. 

Personal motives. 

Unconscious motivation and hypnosis. 

19. Knowing and intelligence. 

Their definitions of what intelligence is. 

The IQ. 

Social and cultural influences on the IQ. 

20. Environment. 

Library assignment on the experiences of children in other cultures. 
Race and religion. 

21. Demography and social structure. 

Urban, rural, and social class. 

22. Institutions. 

What “institutions” influence their daily lives: political, legal, educa- 
tional, religious, family, art, science, and medicine. 
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23. Sociological analysis of the classroom. , j • i 

Comparison of their classroom structure and roles played with a 

neighboring class. 

24. Personality and environment. , i • u- 

The effect of birth order on rivalry between children and relationship 

to parents. 

25. Biographical integration. 

Write an autobiography that emphasizes your uniqueness as a person 

and explains the influences that have made you different from 

others. 

The course of study outlined above borrowed heavily from general psy- 
chology since this was the author’s unavoidable bias. However, collaboration 
of an interdisciplinary committee could alter this tentative curriculum so as 
to reflect the behavioral sciences as an integrated whole. Some of the units 
outlined above extended beyond one period, and many of them could have 
been elaborated to cover longer periods of time. There would he little diHi- 
culty in enriching the current outline, especially toward the end, to cover a 
two-year period. It is felt that with some effort a curriculum of fruitful teach- 
ing could be designed to cover the six years of elementary schooling. 

The teaching method attempted to motivate the children to conduct their 
own inquiries into behavioral phenomena. Whenever applicable, research 
studies were devised and carried through by the children. The classr^m 
itself proved to be a fairly adequate laboratory for many of the lessons. The 
regular classroom teacher sat in on the lessons and tried to integrate the su - 
iect into the rest of her curriculum, i.e., included the new words in her word 
stacks. Interspersed through the outline presented were review lessons and 
classroom tests. The children kept a special notebook on the behavioral sci- 
ences which they referred to for review purposes. A more detailed account of 
some of the class sessions has been presented elsewhere (Roen, 1967a, 1967c). 

EXTENSION OF THE PROGRAM INTO A 

RESIDENTIAL SETTING 

A. J. Bumes (1966), a research fellow at the South Shore Mental 
Health Center, as part of his consultation activity at the Hampshire Country 
School, a residential treatment school in New Hampshire, has extended t e 
behavioral sciences teaching program to include a behavioral science labora- 
tory. In the context of discovery, he has taught his pupils to build apparatus 
for the solution of specified questions on behavior. Among the homemade 
equipment to be found in his laboratory are teaching machines; operant con- 
ditioning devices for rats, monkeys, pigeons, and perch; an analogue com- 
puter; an anesthesiometer for skin sensitivity; and apparatus for mirror trac- 
ing, depth perception, and color constancy. 

Of prime importance in his laboratory is the simplicity of the instru- 
ments. Arguing that sophisticated experimental devices have little meaning 
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for those who cannot appreciate or understand the inner working of the 
apparatus, Burnes has built his laboratory of simple articles which typically 
have other purposes in everyday life. For example, a long cardboard cylinder 
mounted on wood serves as a spontaneous method for studying level of aspira- 
tion when he, without prediscussion, puts the cylinder on the floor, stands 
upright, and tries to drop pennies into it. The children soon become engrossed 
in this task and play the game too. A few questions, strategically asked, serve 
to motivate experimental inquiry into the dynamics of wanting to improve 
scores. 

In similar fashion, an inquiry into whether the skin reacts to emotion is 
undertaken through the use of a 1.5 volt battery, paper clips, rubber bands, a 
homemade armature, nails, a nylon watchstrap, bell wire, a ballpoint pen 
refill, polished quarters, and a music box drive and roller. The measurement 
of skin resistance as a variable in strong emotion is in this way grasped by the 
student. In evaluating this experience Burnes states, “It is more important for 
children to learn how to inquire than for them to know facts; we are not so 
much interested in developing retrieval skills for getting back information 
about behavioral science which is presumed to be true, but are far more con- 
cerned with how a student can self-initiate investigations of a particular issue” 
(Burnes, 1966, p. 22). 

EVALUATING THE EFFECTIVENESS OF THE 
BEHAVIORAL SCIENCES TEACHING PROGRAM 

During the academic year following the initial demonstration, Bartolo 
Spano (1965) did a doctoral dissertation for the University of Florida on the 
behavioral sciences teaching program. The Quincy, Massachusetts, school 
system had been interested in instituting a similar program and made classes 
available to him on an experimental basis. 

Spano designed his study primarily to find out what effect a behavioral 
science teaching program had on pupils. He hypothesized changes in such 
variables as causal thinking ability, personality traits, democratic behavior, 
critical thinking, mental health assets and liabilities, and self-peer perception 
as a function of exposure to a behavioral sciences teaching program. A sec- 
ondary purpose of his research was to test for possible differential impact of 
such a program on children from differing socioeconomic backgrounds. 

For research purposes, he selected an experimental class in each of two 
schools from divergent socioeconomic neighborhoods; for controls he matched 
each class with another class in the same school on the basis of IQ, grade 
achievement, and chronological age. The four classes were all on a fourth- 
grade level. A socioeconomic index showed the children from the school in the 
lower socioeconomic neighborhood to be significantly different from the school 
children in the middle-class neighborhood. Both experimental and control 
pupils were tested one week prior to the initiation of the behavioral sciences 
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course and at the end of the final class. The teaching 

on the basis of one fifty-minute period per week over a five-month ^nod. 
Twenty lessons were taught by the experimenter, with the 
attending and taking notes. The planned class content included (1) intro 
Ell fo the con 4 t of individual differences. ( 2 ) the complexi.-y of causes 
underlying human behavior and the varying methods of obtaining informa- 
tion teLding causes, ( 3 ) introduction to the sources of mdividual differences 
-heredity, maturation, and learning, and (4) detailed discussions o vatiou 

stage^of measurements. Spano used various instruments He 

fashioned a revision of the original Causal Test by Ojemann (Huang, 1943), 
consisting of eight descriptions of behavior, each followed by a series of true_ 
aTse iterL offering choiL in the interpretation of the previously descried 
tehavior. Spano Lducted a one-month test-retest reliability study of *e 
revised ve Jon of the test on 56 fourth-grade ctuMren and <>>>‘ 7 "'’ 
itv coefficient of .78. He used the Behavior Pretc'er.ce Re^d (Wood, 1953) 
tor measuring democratic behavior and critical thinking. The test consists 
a series of problem situations followed by three to five possible courses of 
action, from which the student selects one. For ? 

assets and liabilities he used the Mental Health Analysis (Thorpe. Clark, 8 r 
Tiegs, 1959). To measure the personal and social adjustment of P“P> ^ ® 
used the California Test of Personality (Thorpe, Clark, & Tiegs, 1953). His 
other measures were obtained from teacher ratings an sc ot recor s. 

After exposure to the behavioral sciences classes, signi .cant c anges 
the positive dUion for causal thinking and democratic , 5 >^havior were found 
in the experimental group. Factors which were predictive of these change 

appeared to be the initial level of causal thinking, and v"l 

nol^, however, differential across socioeconomic levels.) A^ough critica 
thinking did not show overall significant improvement in the experimental 
vroups, the experimental class defined as lower socioeconomic showed signifi- 
cantly greater growth on this variable when compared to the higher ^10 
ecEic experimental class. This finding may have been d- ” 7 % 
lower scores of the low socioeconomic group on this var^le or to ^ 
these children are usually underexposed to critical thinking and therefore 

catch up quickly when given the opportunity. 

The lack of significant positive changes in the other variables measured 

does not necessarily mean that a behavioral sciences teaching program has no 
effect on them. Spano quite appropriately cautions that there were some 
serious limitations to his Ldy, including the difficulty 0 accurately measur- 
inv these variables, the low sensitivity of the instruments for a^ssing change, 
and the very short exposure of the children to the ptopm. Further researc 
should include a teaching exposure of a year or two, it not longer. More in- 

depth” assessment procedures would also be in order. 

^ One secondary finding of the Spano study is of particular interest. After 
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partialling out the effects of IQ, a significant initial relationship was found 
between causal thinking and social adjustment. In addition, although mi e- 
class children were significantly more causally oriented than lower-class 
youngsters to begin with, when IQ and social adjustment were partialled out, 
socioeconomic status was found not to be related to the initial level of causal 
thinking. This latter datum lends support to the notion that better causal 
thinking is genuinely, rather than artifactually, related to better social adjus- 
ment. This is particularly true in light of the additional finding that the 
causal thinker is seen through the eyes of his teacher as one with a creative 
interest in many facets of his life, including his present school experience. 

SEMINAR FOR TEACHERS 

If interest in the teaching of the behavioral sciences in the elemen- 
tary grades is to spread, it should obtain university auspices. Behavioral scien- 
tists can demonstrate the reasonableness of the program, but the teaching 
profession must mold it into the educational process. Toward this end, Lesley 
College, Cambridge, Massachusetts, has offered graduate school credit for 
teachers in a seminar, “Teaching the Behavioral Sciences to Children. 

A more elaborate report of the seminar, which was offered in the Fall 
semester of 1965, has been detailed elsewhere (Roen, 1966, 1967b). Besides 
regular grade school teachers, the course enrolled teachers of special classes 
and kindergarten teachers. Assignments included creating lessons based on 
Berelson and Steiner (1964), Human Behavior: An Inventory of Scientific 
Findings, which was used as a text. The participants taught their lessons to 
their classes, paying attention to special methods and materials, and reported 
back to the seminar. 

A first-grade teacher fashioned a lesson on the transfer of training by 
having children memorize three sets of words and analyzing with them after- 
ward why it was easier to remember some of the words than others. A second- 
grade teacher focused on “why children tattled” and worked up a dictionary 
lesson in which the words tattling, telling, gossip, idle, etc. were semantically 
differentiated. A third-grade teacher devised a lesson on “habit formation in 
which she conditioned the class guinea pig to climb a box for food when a 
bell was rung. A fifth-grade teacher focused on “the blackout of November, 
1965,” and formulated a series of lessons that studied the differential reac- 
tions' of children and adults. She focused on questions such as whether fear 
is acquired, how morale can be maintained in crisis situations, and how 
events are reported in the media of mass communication. A remedial reading 
teacher took the bull by the horns and taught her group “visual perception 
and organization as applied to reading.” A teacher of a special class of sbw 
learners taught a lesson on “being afraid” by eliciting from the class the fact 
that most of them were fearful of lightning and then demonstrating to them, 
using a balloon and a static electric charge caused by rubbing the balloon. 
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that a spark will fly in a darkened closet. The children discussed the gener- 
alization that one is less afraid of what one understands. A kindergarten 
teacher focused on “fear'’ by reading to the class the story of Little Red 
Riding Hood,” analyzing it with them in relation to how the pupils overcame 
some of their own fears when they were little. 

The seminar drew sufficient interest and attention that the Hingham, 
Massachusetts, school system asked to have one exclusively for its teachers the 
following semester, and Lesley College has instituted the seminar as a regular 
graduate school offering. 



Further Implementation 

This chapter has described a classroom approach to the primary pre- 
vention of emotional disorder through the substantially cognitive strategy of 
teaching the contents, methods, and way of thinking of the behavioral sci- 
ences. Representation of the behavioral sciences in the elementary school 
curriculum may serve to focus the needs for education and remediation in 
the field of mental health. When and if schools begin to implement a pro- 
gram related to what is outlined in this chapter, local variations may well be 
able to encompass exercises even more* relevant to mental health. Such a 
development seems especially possible in light of the extension of consultation 
programs emanating from community mental health centers to the schools. 

There are several ways in which further implementation of the behav- 
ioral sciences teaching program can proceed. Mental health professionals 
working in the community and with schools can continue to stimulate inter- 
est by entering the classroom themselves to teach. Aside from the direct effect 
on the children taught, this type of program influences other teachers in the 
system, the community at large, and the thinking of school administrators. 
Better opportunities for consultation frequently emerge because the profes- 
sional himself is experiencing the teachin'j process first hand, and his role 
within the social system of the school makes him less threatening. 

Another path toward implementation might be supplementing the gen- 
eral training of teachers. Special seminars, similar to the one described, can 
stimulate teachers to make room for the behavioral sciences in their classroom 
program. In the initial project, the classroom teacher borrowed time from 
either the science program or the social studies area, and sometimes a little 
from both. If teachers in training can be helped to formulate lessons and to 
think causally themselves, and if they have access to authoritative curriculum 
material, they may well feel comfortable enough to embark on this type of 
program. 

A third method of implementation, not at all in conflict with the other 
two, is most compelling of all. This approach would be to interest behavioral 
scientists to organize an elementary school curriculum, based on a study of 
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the “simple structure” of their sciences, much in the manner of what has 
been done for mathematics and physical science. Special committees could 
evolve curriculum materials, appropriate methods of teaching, texts, and 
simple apparatus. Creators of teacher education programs might then be 
motivated to develop special programs for “behavioral science teachers.” These 
teachers could serve in the increasingly popular team-teaching programs or as 
teacher specialists like those in music, art, and, more recently, science. 

The “behavioral science teacher” might also be provided with some 
guided exposure to clinical issues so that subject matter could be t.'iught with 
sensitivity and special awareness. Recruitment of potential teachers to this 
new specialty ought not to be a problem. Many students major in psychology 
and the other behavioral sciences in their undergraduate years; because they 
have no desire to go on to graduate study, they become public school teachers 
in areas which are not their first love. 
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ENHANCING THE CLASSROOM TEACHER’S 
MENTAL HEALTH FUNCTION 

William C. Morse 

University of Michigan 



Overview 

The fact that there has been no clear and broadly accepted concept 
of school mental health programming attests to the complexity of the task. 
For example, Allinsmith and Goethals in The Role of Schools in Mental 
Health (1962) are more explicit in identifying and describing problems and 
basic conflicts in this area than in establishing their resolutions. 

Over the years the Michigan Society for Mental Health has encouraged 
a series of efforts conducted by various specialists with the intent of stimulat- 
ing school mental health programs. The pilot programs have included at- 
tempts at universal sensitization of total staff (even cafeteria cooks and 
custodians) to problems and needs in this field, using techniques ranging 
from mental health films and discussions to psychiatric consultation and 
didactic lectures. Other groups have indoctrinated school personnel with 
rational therapy as the final salvation. Several state conferences were con- 
vened to explore common ground and reasonable program designs; these pr^ 
duced no unified theory or direction for the mental health role of the public 
school system. In fact, even the perimeters of responsibility were never made 

By now it has become obvious that the vastly increased complexity of 
the teacher’s task constitutes the basic dilemma in school mental health. 
Schools have proliferated the “helping” specialists of various sorts, but the 
collective efforts of specialists have not been sufficient to mitigate the strain 
that the teacher feels as a result of her many responsibilities and a polyglot 
classroom population. Indeed, in some instances, specialists, by emphasizing 
teacher “shoulds” while failing to provide reasonable “hows,” have made 
teacher anxiety higher. For example, mental health as a goal and a responsi- 
bility is often presumed by the helping profession to include some apprecia- 
tion of unconscious motivation. To some there is the further implication that 
all behavior has to be handled in a manner which reflects underlying psy- 
chodynamics. 
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When this stance is suggested for teachers, it tends to immobilize them 
in the face of day-by-day classroom difficulties. When just such a classroom 
situation was examined (Morse, 1961), through intervie^J^ and question- 
naires, it became clear that master teachers were trying to e p as est ey 
knew how with concrete day-to-day problems; and most were doing a creative 
job under pressure. There was an openness and willingness on their part to 
accept any reasonable assistance. At the same time, the typical mental health 
professional in the schools was more interested in his own discipline and m 
one-to-one relationships with pupils than in helping the teacher with c ass- 
room problems. There was actually great uncertainty about limits of responsi- 
bility. Some teachers asked whether they were hired to conduct detention 
homes, mental hospital programs, or public school classrooms. 

Factors influencing learning, particularly under the then current pos - 
Sputnik goal of academic achievement for everybody through the new cur- 
ricula were generally left out by mental hygiene experts. A naive raUonale 
that a happy child will be more enthusiastic about learning due to his con- 
tentment if still common in mental health efforts. Mental health programs 
were being sold as the key to automatic motivation rather than as having the 
goal of improved pupil adjustment-a valuable end in its ovm right. Major 
specialist time was invested in diagnosis, with which specialists were most 
familiar and comfortable, not in establishing prognoses or in specific planning 
which, though perhaps more cogent, they knew less well. Consultation was 
flavored with experts talking down to the teacher or producing inscrutable 
reports. Of course there were, and are, notable exceptions, but the helping 
professions often bring their role-baggage into the schools and neglect to 
recognize the systems within the total educational milieu. 



The Evolution of Core Concepts in a 
School Mental Health Program 



The following material opens with a brief account of the develop- 
ment of the Michigan program to be reviewed in the present chapter and a 
description of some of the early efforts of that program. Next, an overview o 
the problem-centered approach is presented. A description of the present pro- 
gram and related research efforts concludes the chapter. 

It is significant that the three persons with major responsibility tor the 
development of this approach were, at once, involved in both the most tradi- 
tional and most experimental methods of fostering mental hygiene practice. 
On the one hand, all participated in teaching college courses in child dynam- 
ics and mental hygiene to teachers. At the same time, the team members were 
also participating in a graduate laboratory training setting which involved 
direct confrontation with emotionally disturbed children in a summer group 
therapy camp. The staff was responsible for therapeutic planning for sen- 
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ously disturbed boys. Direct confrontation taxes theory and practice alike, 
as well as both the "student” and the "teacher.” 

It is hard to imagine two more different approaches than the typical 
college classroom and an action laboratory. A gradual disenchantment with 
the potential of the college classroom developed in spite of the fact that 
various simulation exercises were used to create an artificial reality. Every 
effort was made to encourage teachers to work directly with their pupils and 
to write reports and materials on their own classroom situations. Yet it was 
obvious that this was much less than a second-best approach to helping 
teachers change their behavior through systematic growth. 

The particular program to be described is not offered as unique. It is the 
product of gradual evolution, and the present formulation is a consequence of 
cross-fertilization from educational, school, and clinical psychology. It reflects 
a gradual movement from the traditional to an open, experimental methodol- 
ogy. Research and evaluative schemes have served as monitors. While this 
mental health program borrows from many sources, it is hardly eclectic since 
it has come to constitute a particular point of view. 

Through joint efforts with the Michigan Society for Mental Health^ 
several programs were tried to bridge the gap between the reality we had 
experienced at camp and the happenings in a college classroom. The Society 
supported experimental work through a special grant.” To vitalize the teach- 
ing of mental health meant to move from the academic to more practical 
experience related to the teacher’s day-by-day activities. The program devel- 
oped in an effort to meet these objectives spanned several years and included 
projects in over a dozen school systems, but their principal elements can be 
covered quite simply. 

Schools were asked about possible in-service mental health work. Each 
system was studied for potential promise by an on-the-spot worker who inter- 
viewed teachers, administrators, and local citizens to achieve a better under- 
standing of the actual dynamics of the system. Frequently administrative 
interest is a poor index of the actual staff interest. Programs may be needed 
but not wanted. The concept of a "hospitality index” evolved. For example, 
if teachers requested released time or special dispensation for meetings, it 
seemed probable that the actual interest in the program was lower than where 
teachers indicated an interest in participating on their own time. When moti- 
vation was marginal, an unbelievable amount of haggling over arrangements 
took place. Another hospitality item was the willingness of the system to pro- 
vide incentives; still another was the willingness of teachers to contribute 
actual data on both themselves and their pupils. Locations with wide differ- 
ences in motivation were selected to begin work. The basic premise was that 

iMt. James Kipfet was director of the School Mental Health Project for the 
Society for Mental Health. Annual reports are available. 

2 This work was made possible by a grant from the McGregor Fund of Michigan 
to the Michigan Society for Mental Health, August, 1959. 
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the mental health worker would enter the situation and start wherever the 
particular group was ready to begin. Sometimes the participating group com- 
prised the total school faculty. Other times, only subgroups were interested. 

In the end the program proved to be a relatively comprehensive one which 
over a three-year period, involved some 20 school districts with approximately 

1000 participating teachers (Kipfer, 1959). . r i„. 

If one takes seriously the stipulation of starting where the faculty 
wishes to start, what takes place will, to a large extent, be idiosyncratic. Actual 
activities tanged from general meetings on the nature of mental health 
very specific projects such as how to set up a counseling program. In tew 
insLL, a modified group therapy program evolved. For e»mp e, after case 
conference meetings in the afternoon, certain individuals wished to remain 
an evening of group discussion. Whtte such meetings kgan with discussmn 
about pupils, they often moved to discussions of roadblocks in t e sc oo 
system and personal problems. Individual consultation was provided and 
referral sources located for help with nonschool difficulties. 

The consulunts assumed a variety of roles. There were ordinary content 
meetings using lectures and films on such topics as mental ea t , ygienic 
discipliL, evaluation, and personality theory. Case conferences on problem 
pupils were popular. Much time was devoted to consultations with individual 
teaLrs about their classes. Meetings were arranged to discuss matters with 
certain parents. Children were seen for diagnostic interviews and planing. 
Small group study projects on marking, teacher feelings about pupils, and 
n“ approTches to cur^culum were organized. There was a great deal of 
,-nn i'ilu. ri o n with administrative personnel regarding school problems of van 
ous sorts. When proposals required board action, it sometimes became neces- 
sary to meet with school board members. Forum-type meeting provid^ a 
liaLn for various contending factions, both overt and covert, in the school 
milieu. The common denominator was to offer psychological help wherever 
the consumer saw a need. It may be judged that this smack of omni^tence, 
but this was not the case. The fundamental element was the knowledp that 
psychology as a tool could bring further understanding in a variety of areas. 
Admittedly, there were times when the amount of new '"*'8^' ^ minimal, 
notwithstiliding a problem-analysis and “solving" format. While the “ppW 
tion was most difficult, the belief that psychology has an essential “ntnbu- 
don to make in all facets of school practice was, and contmues “ 1*- “e 
underlying assumption. The consultants had to work with people rather than 
on them; they had to respect their integrity rather than tty to change them. 
Changes are a by-product of working together on problems. 

The eventual impact of a meaningful school mental health program 
lies in the hands of the classroom teacher. Any major change ‘ ® ^ 

establishment involves in situ capability. The elements of the mental health 
program are facilitators to the classroom portion of the school activity. This 
viewpoint implies intrinsically that the adjustment and learning facets of the 
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child’s life cannot and should not be separated. Consultation on mental 
health takes place in a vacuum unless academic learning conditions are 
of equal imporU.nce. In addition, clas^oonts are poup 
operations. If this is not kept in mind while planning, teachers wdl find the 
new ideas of little value. Thus there must be a heap- emphasis on ma era 
relating to groups, group discipline and control, and the group setting for 

““‘^Tny iTs^ption that teachers are ineffective was tooted out at the sBrt 
bv one J discussion. Teachers do the very best they can, gipn their current 
cfrcuTOitances. Only when they test and find more serviceable concepts to re- 
place old ones, and only when unfavorable working conditions can be a levi- 

ated have we a right to expect change. 

For two years the several consultants worked quite mdependendy, eac 

with his own'style and each responding to f “"^^.Xsrarfml^ 
school situation. Could the experiences be pooled and a fresh start made suD 
Tea m hematic assessment? Ue next section reports the research done on 
L s^cific school mental health project that was the outcome of this 

ploration. 

The Clinical Management of Education 

The overall philosophy of the program that o^l^d “a* «floo‘cd m 
its title. The Clinical Management of Education (McNed, Cutlet, & Mors , 
1963). The problem was to discover mote effectwe means of 
depth of psyLlogical knowledge to the teachera / 

might handle groups and individual children with more insight, ^^t w 
3d was nofa W apprmich or a “hard" approach (a PopuUr c^^ot^ 
among school personnel), but a realistic approach based upon different 
diagnL and understanding of chffd pathology viewed in the context o 
nomal child development. Group dynamics were promme..t. Since the 
teacher is always a relationship agent, there was to be no hesitation in rec^ 
“i„rthe imltance of the teacher’s role as well a^he significance of he 
nersoLlity configuration of the individual teacher. The nature of the class- 
wm interactive process, which is in part produced by teacher personal! y, 
was no more taboo than were the interactive process mvo ™8 “““ “ 
nersonalitv and teacher. The sacred cows m most school mental hedth 
rontinue to be these very factors, which must be dealt with rather than 
ignored Does the typical specialist view normal itnperfecBons in 
in all of us) as “sickness," with all that implies? Does this mean that discus- 
sion of school matters constitutes “treatment"? It may as weU mean that con- 
sultants mistrust their capacities in this area when the “client has freedom to 
reject the help. In actuality, the teachers were the leadere in psychologic^ 
hiesty and were displeased with pussyfooting, which, m essence, was 

show of mistrust. 
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The next issue was the content of the service aspect of this project which 
was to be subject to research. The activities were those the school personnel 
indicated as desired. Seminars meeting every other week were organized by 
the administrative personnel. The method was free discussion, with the psy- 
chologist serving as commentator and problem clarifier. The effort was to 
encourage frank talk focused on a psychological examination of the issue. 
Considerable time was spent on analysis and handling of day-by-day issues 
with teachers and specific pupils. Time studies were kept of teacher activities. 
In a large school system the interlocking roles of the administrative hierarchy 
was a matter of almost constant attention. The principals felt pressures from 
the superintendent’s office and from the classroom teachers they were sup- 
posed to lead. Styles of leadership, “discipline” versus mental health, feelings 
about imposing one’s ideas on others, and the nature of the job which had to 
be done were at issue. Whatever the point of departure, most philosophical 
and practical matters regarding education came up for discussion during these 
meetings. Seminars were held with the school specialists, the psychologists, 
counselors, nurses, speech correctionists, and school social workers. Assistance 
programs were arranged for the classroom teachers in bi-weekly meetings. 

But the chief emphasis was on direct work with volunteer groups of 
elementary and junior high school classroom teachers. Of the 30 tethers 
starting in the program, about two-thirds remained active for the year. Meet- 
ings and individual consultation about problems took place on request of the 
teachers. General content presentations were used only to get under way. 
There was no implication that this procedure or later consultation would 
actually solve the problems of child management. Subgroups formed inter- 
ested in attacking particular problems, and a great deal of time was spent on 
methods for working with individual children. Some teachers were seen 
individually every week, while others resolved their immediate problem 
quickly. The junior high group was most concerned with aggressive and 
underachieving pupils. Several specific subgroups formed to deal with par- 
ticular problems, and a special program was developed to assist pupils low in 
skills and talent. An attempt to work on problems of delinquency and aggres- 
sive behavior with the high school faculty failed to generate sustaining inter 
est. An active small group of elementary teachers took up the problem of 
transition to junior high and worked out a gradual transition program which 
they felt was suitable for the early junior high age. 

Special meetings were developed for parents. Since parent cooperation 
was necessary for research, considerable attention was given to the nature^ of 
research plans and possible contributions from parents. As the situation 
evolved, certain parent groups became the most interesting aspect of the whole 
program, and an intensive parent study group with leadership training was 
organized.^ This group wished to provide leadership for more fundamental 

3 Dr. Alan Menlo, School of Education, University of Michigan, was responsible 
for this part of the work. 
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PTA meetings and engaged in sensitivity training, study of resource material 
on child care* and methods of getting a higher degree of parent involvement. 
Again, profound issues about child raising, the changing culture, parent r 
sjinsibaity, and how to bring home and school closer together were brought 

^he complete effort at evaluation has been described by Cutler and 
McNeil (no date). In brief, the teachers supplied biographical information 

and professional histories. They also indicated ? 

they expected and, at the close, their degree of satisfaction. The now g 
meLl health concepts before and after the program was also assessed, n 
adjective checklist was used to assess a self-perception o participan s an 
type of resource person they viewed as ideal. A sentence completion test was 
uL to assess attitudes about teaching children teacher-pupii 
and various self-concepts, both ideal and teal. There was “f” ® 

test of mental health concepts. These measures were used with 163 teachers 
and were given twice: once at the beginning of the program and again at the 
end. Patent information was obtained relevant to 56 variables, including 
attitudes toward teachers and school effectiveness, the PARI patent attitud 
scale, and ideal and real self-descriptions. Pupils filled out questionnaires on 
the way they perceived their cUsstooms. Questions dea t with the style ot 
classroom teaching, school anxiety, motivation, mental health matps, an 
group relationships. In all there were 19 such variables extracted from the 
Lldten’s data. Experimental and control groups were tested in the fourth, 

sixth* snd ninth grad6S. j 

The results show that teachers who participated in the program move 

toward seeing themselves more positively. They viewed ‘hemsdves as having 
more ego strength, being less complaining and timid, as weU as being more 
generous in their judgment of situations. This is, of course, a change in self-per- 
Ltion. On a sentence completion test, they moved from ignoring, 
punishing troublesome children toward methods seeking positive control oyer 
the child These were able, friendly teachers to start with; while they oriented 
themselves mote to persons than content as time went along, the niam result 
was an increase in self-perceived ability to manage the difficulties they ace 
-i.e„ a growth in their sense ot competence. A general strenphening of . 
teacher’s classroom position, directness, assertiveness, and self-confi ence 
curred. It is also interesting to note that there was no increase in heir mental 
hygiene content information at the close. Actual knowledge eve w 
gains although there were many substantive experiences in the program. In 
regard to the degree of participation, the mote intense the participation m the 
program, the greater the change. The younger, less experienced elementary 

teachers were most susceptible to change. n i j c 

This ego strength development in the teachers was pataUeled by the 

change in the experimental group of parents. They became more 

their relationships with their children-less a pal and more ot an authonty. 
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They became less uncertain and less uneasy, which is not to say punitive or 
harsh. There was a decrease in both “parent-deification” and attempts at “will- 
breaking” and more willingness to allow children to live their own lives. 
Parent and child roles were separated more clearly. More involvement in the 
school program also took place. 

The analysis of pupil changes brings us to what eventually is the central 
point of departure— the diverse nature of classrooms, each representing an 
idiosyncratic complex equal to that of an individual personality, but perhaps 
more complicated. Since, of course, the teachers were not alike to start with, 
changes could not be identical. Further, the impact of such individual 
changes on a highly variant series of classes imposed a most difficult task of 
analysis. Some of the classes taught by teachers in the program became more 
work-oriented but also more anxious; others became more comfortable and 
less work-directed. The more ideal goal of reasonable structure, high accept- 
ance, and high motivation is the one stated by Cutler and McNeil as the most 
likely direction of change found in their analysis of individual classes. Over- 
all, the teachers in the program at the close were seen by pupils as less nag- 
ging and punitive, but setting strong limits and giving support that reduced 
anxiety. Since general classroom morale tends to decline as the school year 
progresses, the effect of the present mental health program was to arrest or 
reverse this trend. Further analysis of individual classrooms has led to far 
more sophisticated appreciation of the difficulty in surmising reasons for pupil 
changes (Ketcham & Morse, 1965). 

Thus, the research, tentative though it is considering the complicated 
problem and the inadequate instrumentation in this area, does indicate that 
the mental health program helped the adults, both parents and teachers, to 
develop a more defined and secure role in their work with children. Perhaps 
they were helped to overcome uncertainty and indecision. As a result of 
exposure to this program, they came to their new patterns not reflexively but 
having faced the deeper problems of our time. They thought through their 
beliefs and found procedures that were suited to their relationships with the 
children. 

The pupils' classroom adjustment is a many-faceted affair. Changing one 
aspect may influence another in a direction not intended. Contentment with- 
out effort is not enough, and the interrelationship of the various classroom 
conditions is more complicated than changes in an individual personality. 
Facile single measures may be more misleading than helpful in this area. 



Ingredients of a Viable School 
Mental Health Program 

The genesis of the Michigan approach to school mental health pro- 
gramming has been reviewed, and the research findings related to a specific 
program have been presented. Since the content of any individual program 
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follows the perceived needs of a given school clientele, there is no set routine 
which has become an accepted format. The point of access and activities 
depend upon the locale; on the other hand, one may often find shared goals 
and a common starting point in different schools. Finally, there are action 
aspects which, though not inevitable, often appear at some time in a program 
because of the generalized presence of particular problems and potential lines 

for their resolution in the school milieu. 

McNeil, Cutler, and Morse (1963) indicated four primary goals oi.a 
I school mental health program: (1) to increase the teachers sensitivity tjf 
individual and group psychological problems, (2) to present diagnostic pro- 
cedures which will direct the teacher’s efforts along more sophisticated and 
complete dimensions, (3) to study the management of the learning process 
according to the principles of good mental health, (4) to translate the theo- 
retical knowledge of psychology into practical action. 

To this end there are certain processes which become a basis for program 
operation. The first is defining the relationship of the mental health con- 
sultant as co-equal, rather than as superior. He has particular knowledp to 
contribute in a joint enterprise concerning the solution of classroom problems. 
Second, the teacher can best begin by a rough rank-ordering of the problems 
as he sees them— whatever they may be— in order to find an optimal starting 
point. Sometimes the chosen starting point represents an unrealistic problem 
! or requires more time than is available from the consultant. However, teach- 
ers soon become more adept in listing realistic concerns about which some- 
thing can be done. Indeed, the very process of learning to formulate a func- 
tional problem is a most important skill. These problems usually involve 
children who are difficult to manage because of acting out. But almost as 
common are problems concerning youngsters who are difficult to teach be- 
cause they seem not to learn by the procedures adequate for most pupils. 

The next step is a search for relevant psychological principles to apply 
both to diagnostic planning and to a proposed prograin of action. There must 
be some actual activity for the teacher to try out, not just abstract theorizing. 
A rehearsal is often attempted in the consultation or seminar. The teacher 
then goes about trying to follow a mutually worked out sequence of actions. 
Generally speaking, teachers are far more effective than “experts in devising 
the specific useful classroom strategies. Hence, with a clearly formulated 
understanding of the problem situation, the teacher himself may be in the 
best position to develop a concrete plan of action. 

The subsequent step is an evaluation of the action. That is, the teacher 
reports back on what transpired at the next session of the seminar or con- 
sultation. Usually the consequence is a reevaluation of the problem and a 
proposal of new action. Often a more complete understanding of the events 
indicates the need for help from school specialists to work with the parents, 
or referral to a clinic. Findings might suggest new designs for classroom 
experiences. Perhaps the analysis suggested on-the-spot study of particular 
issues through collecting organized responses from the pupils or making 
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observations in the classroom. Teachers might see the need for learning new 
techniques in interviewing. 

It becomes obvious that for the most part one works with the teacher’s 
perceptions of the classroom events. The assumption is that these perceptions 
constitute a critical world which is just as “true” a world as would be a 
therapist’s perception of his client’s life events. If the teacher and consultant 
can work together to move from “what actually happened” to what the 
happening signifies, psychologically speaking, we have the nuclear material 
for school mental health work. The stance is one of problem solving, with 
facts and feelings both considered. That this is not as simply done as stated 
will become evident shortly. 

Each consultant must work in his own particular way. Though their 
goals are common, no two work settings are the same. The unique nature of 
each psychologist and his capacity to establish meaningful relationships and 
solve problems— not a set of cliches about the consultee-consultant relationship 
—determine the course of action to be followed. As consultation programs 
were established, it became clear that school personnel believed that some 
push or assistance from the outside was necessary if the consultation program 
were to be successful, despite the fact that there were able people in the sys- 
tem itself. This may mean that specialists totally within the milieu become too 
constricted to act in sensitive areas with the necessary freedom. This is a 
matter of great concern which needs much more careful study. 

The following enumeration defines the school mental hygiene program 
content, i.e., what actually goes on in sessions with teachers. At the present 
time, certain combinations may find a place in didactic courses, in seminars, 
and in consultation in field settings. Consultants must be ready to balance 
open-endedness with structure, since too much of either may create uneasi- 
ness. By and large, teachers have been promised more than has been delivered 
so consistently that there is almost always a testing-out period with regard to 
what is to be done and how it will be handled. Accordingly, skill in explain- 
ing possible ingredients for an action effort is basic to consultation. But the 
assurance that there are program elements which have evolved from joint 
work with teachers is important. The consultant first explains the general 
methods of operation of the program and makes tentative suggestions to get 
a discussion undtiway. From this comes the following action steps. 

RELIEViNG STRAIN 

Consultation should relieve the strain about the demands of teaching 
which most classroom teachers feel. This requires a school-relevant psycho- 
logical point of view rather than the traditional clinical psychological practice 
divorced from the school context and school problems. Such an orientation 
emphasizes things to do rather than abstract principles. An approach that has 
been found to be both psychologically valid and meaningful to teachers is 
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one tha, combines depth psychology tvith the life 

emphasis of Kutt Lewin (Morse, 1965). A basic emphasis here is the contrast 

betLen the usual life history approach and the 'fcS Tr 

milieu approach. Most teachers have been indoctnnated with 

life histore approach, and there is a tendency to tty to^plam and to un 

stand human lhavior primarily in terms of the past. Ue da.^ 

the pupil ate depicted, almost exclusively, as the result of his life his y, 

much of which lies buried in his unconscious. matters 

Thus change efforts require the proper conditions to bring these 

to the surface and, through individual therapy, to create new 
and rectified behavior. While the foregoing orientation may, of course, be 
important and sometimes essential, we must also recognize the imimrtance of 
a crnLporary emphasis-i.e., on teaching children to cope the pr^ 
difficulties on the basis of learning principles. It js thus 

are other viable methods-alternatives to the psychodynamic approach 

to mental health problems-which should also command resjwct. It is well 
wiZtt ptince of teachers to study and to work m the Mlest possible 

extent with the contemporary life space of likely to 

tory approach leaves them helpless except to refer, which is seldom likely to 

^e life space theory, as we use it, holds that the distillates of one s life 
histoi constitute the present self concept. Thus, dynamics am ^orp»^ 
but the emphasis is in terms of their impact on the current field. The working 
forces of tl!l community and total school milieu will also influence the class 
rZ through impact on pupil self concept. Historical material is not elimi- 
nated in fair of the circumstantial or the sociologmal, but it is jelled in h 
pZnt self concept and self-esteem of the pupil. The external ^ 

toe and now, beL within the jurisdiction of the teacher, are emphasized. 
As will be indicated, instruments to deal with these issues have been deve 

“^^■nmUf^s^ce'theory further implies that children behave 
radically so-in various situations. This ^int is, in P”'' 
research done at a therapy camp (Gump & Sutton Smi , ). j^jjavior 

underscores how completely different the adult s role and the 
arc in various settings. The same adult may be a policeman m <>“ setting 
and a helper in another. Environmental forces can stimulate 
or hostility among peers. Games create varying roles for the same diild. A1 
of this means that the contemporary self and the contemporary environmen 
Zcr m produce behavior. L a well-plarmed children’s Psy^ >>»p.- 
tal for example, the disturbed children may look more no^al than no , 
m^t of the tiL, as a consequence of astute environmental planning (Redl, 

TOs leads to an issue of major importance. Teachers examine the types 
of behavior induced by classroom forces. What changes can be made to sup- 
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port the child’s capacity to learn and adapts Obviously the nature of adult- 
child relationships represents one area for possible change; another is that of 
the demands of the tasks— how they are presented and evaluated. A third 
matter is the peer or group relationships produced in the classroom. These 
latter elements certainly operate in the classroom, but they are filtered through 
the particular self concepts of the individual pupils. This is the unique part 
and means that the same input will have very different behavioral conse- 
quences for different children. This is a dynamic approach to the teachers 
number one problem— individual differences— which, hopefully, is more use- 
ful than static age, achievement, or intelligence data since it includes motiva- 
tion, ideology, and needs. 

The total implication of the life space system is to study more and plan 
more for the conditions about which the teacher can do something. But again, 
the consultant must point out the power and limitations of this emphasis, 
lest an oversimplified “either-or” polarization be created. While there are 
many classroom interventions that can produce a richer and more effective 
school experience for the child, there is also a limit to this approach. Many 
times the consultant must help the teacher appreciate the limitations of 
schools in restoring a long-damaged self concept. At such times, the prime 
concern becomes that of how to work most effectively with supporting referral 
services. Of central importance is the need to get away from a pseudoclinical 
approach to the educational province. In the final analysis, answers to major 
mental health problems are likely to be found to lie in the classroom itself, 
and in those things which can be done by the teacher with the children in 
that environment. Unless we can find better methods of working within the 
classroom, school mental health programs will falter. 

SITUATIONAL ANALYSIS 

One of the major skills which teachers can develop is the ability to 
make a comprehensive analysis of particular children or of a total classroom 
situation. This embodies essentially a phenomenological approach to the here 
and now, internal and external life space. What are the forces active in the 
child’s mind^ What is the attitudinal system in this class^ The important 
thing is to have tools for looking at these situations from a teacher’s point of 
view rather than to misapply measures that are primarily those of other disci- 
plines. To aid in this process we have developed scales and devices which 
enable a teacher to study certain aspects of individual pupils, as well as the 
overall classroom. 

There are nineteen major dimensions to this classroom analysis which 
provide data to chart an individual or group profile on standardized norms. 
Pupil and the class distributions can be plotted on such dimensions as the 
following: motivation for school work; perception of the teacher as a helping 
agent; school anxiety; social acceptance; satisfaction-dissatisfaction with the 
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class structure; perception of the climate for learning; need complex (achieve- 
ment, affiliation, power); and self concept. In addition, the ordinary measures 
of educational achievement and intellectual ability are included. Training in 
the use of these devices focuses attention on the severe limitations of scales 
and the use of direct observation in combination with such material as a way 
to collect information for analyzing problems. Teachers are quick to point out 
defensive reporting of children they may know well. The major purpose of 
these procedures is to sharpen our intellectual wits, since no device can go 
farther than the teachers insight. 

Thus, the teacher can look at the response pattern of particular children 
in school-related domains and see the type of distribution on any of these 
dimensions for the total class, as adjusted for boys or girls, at any grade. 
Sometimes it is easier to come to grips with an issue through objective infor- 
mation. Sensitivity to individual children and to classes increases. Two junior 
i high school staffs, using just the self concept measures, generated an interest 
I in working on ways to help many of the children who had been known to 

I have problems but were previously ignored by the school. 

I 

SELF ANALYSIS 

A vital aspect of the mental health potential of a classroom is obvi- 
ously the character of the interpersonal relationship fostered by the teacher 
as a person and as a professional. Many teachers, at one time or another, see 
value in an analysis of their own behavior relative to the teaching role. But 
this is not best accomplished by making a teacher the client for the consult- 
ant’s therapy. ,, , , 

Several devices, including a variety of rating scales, are available to 

enable a teacher to gain in self-awareness, beyond the inherent by-products 
of planned discussions. Norms are available on these scales and some are 
self-scoring, so that a teacher need not identify himself unless he so chooses. 
On one scale dimensions include value investment relative to learninp men- 
tal health, individual differences, or group processes. Another sea e cate 
gorizes the general stance of the teacher’s classroom operation relative to 
discipline, counseling, referral, etc. Deeper motivational patterns can also be 
assessed. For example, a teacher may be motivated by a need to affiliate or to 
achieve. Essential ego strength and self-image of the teacher are very impor- 
tant since they underlie so much else, and these dimensions are reflected in 

still other scales. p, . i j. i j 

The teacher can now examine a classroom profile, including pupil needs 

and his own needs. Do they match or are they in conflict? Again the limita- 
tions of the devices must be emphasized, and the teacher is urged to c ec 
against other types of evidence. No one holds that a really disturbed teacher 
will be helped by such ego level approaches; it is maintained that normal 
people can monitor and mitigate particular peaks or valleys in their output. 
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if they appreciate what their style happens to be. In the negative sense, this 
is certainly no intent to create a Single, “ideal,” homogenized teacher profile. 
Rather, the goal is to help teachers to develop their own style in a way that 
best suits their positive attributes and to strive to hold less fortunate elements 
under control when trying to help particular children for whom they are 
responsible. None of these devices are handed out cold. They are used as 
part of a program involving prior discussion, and any teacher may reserve 
his own personal data for himself. 

It is also clear that the teacher does not necessarily stand pat with the 
classroom profile which represents the pupils at any point in time. The avail- 
ability of such profiles provides concrete evidence of the possibilities of spe- 
cifically planned interventions. If motivation for school work is very low, if 
pupil self-concepts are marginal, if social acceptance is nil, these become the 
starting point for planning. Plans must be made with the same care one 
utilizes in working with an individual, but it is stimulating to see how pro- 
ductive teachers are in thinking of appropriate classroom strategies once the 
problem is delineated. The purpose of the instruments is to move from global 
principles to specific and concrete elements for more effective classroom work. 
Too much mental health effort is still general and is characterized by the 
rather unspecific platitude “be good to the children.” 

LEARNING SPECIAL SKILLS 

Beyond the analysis of situations and general strategic planning, a 
teacher may wish to learn new skills for working with children. These com- 
prise the school interventions which teachers practice, but often without 
adequate sophistication. It has already been indicated that alteration of the 
tasks, evaluative procedures, teacher behavior, and working through group 
situations will be part of the action. But this is often not enough. Hence there 
is a continuing orientation to the acquisition of special skills, including the 

following. 

Skill in Life Space Interviewing 

A major necessity for effective work with children in any action 
setting is a technique for meaningful and profitable verbal discourse with 
youngsters (Redl, 1959 b). This is particularly true in handling acting-out 
or difficu’t-to-manage children, but it is also true with unmotivated and 
passive children. Teachers already spend a great amount of time in interper- 
sonal interaction with the obvious intent of changing the pupil’s behavior 
directly or finding which environmental conditions should be altered. Skill in 
this area can be upgraded only through supervised practice. However, there 
are steps for the teacher to follow, and seminars are used to work out the 
exact things one might try with a child under given conditions. Recordings 
of interviews, with specific discussions of the content and meaning, become 
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the focus. The way the teacher expresses his empathic concern for the child 
is to understand him. The way one understands the child is to accept him as 
he is, as far as his verbal statements go, to listen to him, and to think with 
him about the way his experiences seem to him. 

Considerable time is spent helping the teacher learn to listen. First, the 
teacher listens to the child and learns his point of view. Other steps follow, 
such as exploring the depth of the issue, inquiring as to the generality of a 
particular problem in other situations, and going on to discuss what might 
be done in such a situation. The teacher explores the child’s recognition of the 
need for change and particular coping mechanisms that might be taught to 
him. There is always an attempt to close an interview with some minor altera- 
tion so that behavior can be more acceptable in the future. The approach is 
certainly not an easy one, but at least the conversation between the child and 
teacher should be turned to the most productive use possible. Seminars and 
field consultation have been devoted to teaching life space interviewing for 
use with individuals or groups. 

The Use of Curriculum Content for Mental Hygiene 

Most teachers find classroom content to be the most natural medium 
for interacting with children. Ojemann (1959) has demonstrated that under- 
standing of behavior can be approached through specific types of conceptual 
material used with pupils. In addition to the stories and materials which he 
presents, any story which has dynamic implications or value implications can 
be used as the basis for meaningful classroom discussion. It seems particularly 
important that adolescents have the opportunity to discuss concerns which 
may or may not naturally come up in the course of the semester. Themes, 
projects, and books can deal with mental health matters. Teachers in areas 
other than social studies or English have found that anxieties about their 
subject matter area, grades, or teaching methods represent appropriate areas 
for scrutiny. For example, for one of the teachers in our program, fear of 
failure in science and mathematics became the point of departure for discus- 
sion. He now routinely uses a brief anxiety assessment questionnaire as an 
introduction to every math class. 

In addition to such curriculum changes, teachers frequently feel it is 
desirable to set up specific programs for “high risk” youth. Some have utilized 
group counseling, while others have primarily emphasized remedial work. 
These activities can be led by the teacher if he has had prior relevant training 
and if adequate consultation is available to him. 

WORK ON INSTITUTIONAL ROADBLOCKS 

It is obvious that there may be many built-in chronic roadblocks to 
optimal mental health in the educational setting. Mental health as primary 
prevention presumes work to remove these constricting elements. There are 
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some fifteen to twenty prevalent roadblocks which have come up in teacher- 
discussion groups. These include such things as the limitations of a constant 
teaching method when populations vary, problems engendered by constant- 
rate expectations for children at different grade levels, rigid subject matter 
content in some schools, the fractionation of helping roles (e.g., the principal 
versus guidance worker, etc.), unsatisfactory evaluation procedures which are 
prevalent in most schools (here concrete suggestions are made for alterations 
and more reasonable feedback procedures), the need for greater attention to 
nonvisible reward systems in schools (Coleman, 1961), the potentially un- 
fortunate consequence inherent in maintenance of classrooms of relatively 
comparable size even though some pupils need much more teacher help than 
others, the tendency toward inflexible use of special personal capacities of 
teachers, and the use of curricula far removed from the lives of children. 

Quite probably, such roadblocks as these have more unfortunate mental 
health consequences in the school than any particular program can hope to 
eliminate. When teachers are provided an opportunity to consider the po- 
tential consequences of change, they become more aware of the need for a 
total attack on the inanities of certain present educational practices. Flexibility 
itself reduces many of the problems which now cause serious difficulty. With 
the increasing emphasis on education, teachers are at a critical stress point. 
It is also true, as Berlin (1964) has indicated, that serious changes in the 
psychological motivation of pupils today may be taking place. Teaching can- 
not remain static in a fast changing social climate. Changes in the school 
system or in any other entrenched social institution are never easy to effect 
but accomplishment in any of these areas is fundamental rather remedial, 
and growth in these directions may be most appealing to the master career 
teacher. 



CONCEPTUAL MATERIAL 

There is an obvious place for a fuller understanding of material on 
childhood dynamics, once a teacher comes to grasp its value. Phenomenolog- 
ical and self concept theory has already been described as “practical” theory 
which may lie at the core of this approach to the child. There is the further 
crucial matter of understanding differential diagnosis so that proper handling 
which, in the last analysis, depends upon the nature of the self being handled, 
can be accomplished. Basic information on the particular dilemma of a child 
offers the opportunity for bringing ir.i related conceptual information. The 
problem has not been lack of need for conceptual information; rather it has 
been the fact that the particular type of conceptual information offered often 
pays very low, if any, dividends. When concepts help a teacher work more 
effectively, there is no resistance. 

For example, the screening devices that are necessary to objectify one’s 
impression of a child’s adjustment are very useful to teachers, and teachers 
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show a good deal of interest in them. Such simple things as a “bug me” index, 
which one teacher kept of the daily irritations, or the study of countertrans- 
ference phenomena help the teacher to operate more effectively. We find no 
reluctance at all on the part of teachers to study such matters as interpersonal 
communication, differential diagnosis, the nature of empathic response, vaii^ 
ous types of pathology, and the like. 

The mental health consultants should be aware that a major problem of 
many teachers involves children with learning difficulties, perceptual and 
otherwise, so that these aspects are included in the overall consultative pro- 
gram. 



USING REFERRAL PROCESSES 

It is important to emphasize that many children require referral. Even 
the most skilled teacher cannot hope to cope satisfactorily with all problems 
of all children. While the percentage of those who cannot be handled effec- 
tively in the classroom may not be large, the guilt, irritation, and difficulty 
generated by them make the few exceptions an imposing problem for the 
teacher. The difficulty of getting referrals and the nature of the waiting lists, 
even when there are good resources, is well known. When no help is avail- 
able, individualized course plans, a shorter day, or— in extreme cases— even 
school exclusion may be needed in order to underscore the magnitude of the 
problem and, perhaps, to put pressure on parents unwilling to acknowledge 
the severity of the child’s problem. This is done not through a precipitous 
decision, but only after attempts at less drastic procedures by the school have 
failed. Parents are consulted, and all other possibilities are eliminated. 

If nothing is found to alleviate the situation, it becomes obvious that the 
school is incapable of helping that particular child. If his particular problem 
is one which does not cause school disturbance, it may be difficult to get addi- 
tional help, especially so if the parents are unwilling to cooperate. However, 
if the child is impeding the learning of other children, the school has a re- 
sponsibility to exclude him, at least for that part of the time when he func- 
tions disruptively. Such extreme action is necessary in order to protect the 
mental health of others in the school and, in the long run, of the particular 
child as well. Public school masochism, foisted on the teacher as it so often 

is, has no place in school mental health. 

The teachers in some schools have worked with a different referral source 
-namely a crisis teacher who can pick up the overflow of school problems 
outside the scope of the group classroom situation. The concept of crisis 
teacher and its way of functioning are described more fully elsewhere (Morse, 
1962 ). In addition, teachers have become active in working for special classes, 
mental health clinics, day-care programs, and inpatient care for the com- 
munity. In a recent study of Michigan s mental health problems it became 
clear that a major problem was lack of adequate services to handle the few 
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extremely disturbed children. This meant that each service was hacked up 
with cases beyond the scope of its helping potential. All parties concerned, 
including the classroom teachers, were attempting to solve the problems of 
children far too disturbed to be handled with the resources available in the 
given situation, particularly in the average classroom. It is important to be 
realistic about these difficulties rather than to imply indirectly that teachers 
should be able to handle all difficulties of all children who walk (or are 
forced) through the doors of public schools. 



Conclusion 



This has been a hurried journey through a very complex and ex- 
tensive series of activities. Members of the training staff of consultants in 
the Michigan program* have moved from didactic lectures to direct work 
through the school milieu. It becomes increasingly clear that the school pro- 
gram is merely a link in a long series of services and that a defect at any 
point in this sequence burdens others and makes their work less effective. 

When it comes to positive action, the anticipation is that each classroom 
and each school community is unique and requires a particular selection of 
propam elements tuned to the needs of that institution, with its resources, 
its insights, and its readiness. An external resource person can bring illustra- 
tions and the like, but his major contribution is to help analyze the problem 
and to think, with the people involved, about resources which are available 
in their situation. Thus, the core of this mental hygiene approach in school 
is not a p,iven set of things to do, but rather a point of view. In practice, this 
may lead to .setting up a group therapy program, a big brother movement, a 
program utilizing mental health materials directly in the curriculum, or even 
a course. 1 he prime function of the outside consultant is to facilitate n prob- 
lem-solving process by bringing to the attention of the classroom teacher, or 
others, aspects of the problem and possible ways of seeking a solution. A basic 
respect for the local school personnel presumes that the consultant comes in 

to work through and with them on the problems as they see them, or come 
to see them. 



On the other hand, if one studies the school as a social system, the role 
of the teacher, and the demands of mental health work, there are certain 
general aspects in child management which tend to recur in most schools, 
although the form and shape may differ in suburbia and central city. A school 
mental health consultant is effective only if he has considerable armament 
at his disposal and at the same time comes to a particular school with humility, 
knowing he will learn more than he teaches. The only preknown aspect is 
that the program will require a great deal of brain work to do the kind of 
diagnostic assessment in total planning which school mental health demands. 
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History of Service 

The school mental health services with which this paper is concerned 
(Gildea, 1959) began in the city of St. Louis in 1947 and were started in 
St. Louis County under the auspices of the St. Louis County Health Depart- 
ment in 1951. The research project for evaluation, reported in the second 
section of this chapter, was conducted in the St. Louis County Health De- 
partment, financed by the National Institute of Mental Health.^ 

In the city of St. Louis, in 1947, there was an active organization of 
educators and lay people called The St. Louis Council for Parent Education. 
This grou]) had originally come together for the purpose of developing pro- 
grams to help parents understand the problems in raising and educating chil- 
dren. The social disruption following the war and concern about delinquency 
and behavior problems generally had given impetus to the movement. Initially 
this group had set up lectures and institutes in which experts told the audi- 
ence what was wrong and how to correct it. Gradually it became apparent 
that those listening were already familiar with the material and that, in fact, 
the same middle- and upper-class groups gathered together, talking mainly 
to each other. 

Therefore the group began looking for a new project in an attempt to 
reach out to parents who were so far uninvolved. The leader in developing 
the new activity was a school principal with a long personal and family back- 
ground in the St. Louis German liberal education tradition. She particularly 
wanted help for the school parents in the lower middle-class and lower-class 
areas where she and some of her colleagues were working. These particular 
schools, in which the pilot project v.'as introduced, were segregated white 
schools in well-settled old parts of the city. The principals were enthusiastic 

1 Research Grant M-592 from the National Institute of Mental Health of the 
National Institutes of Health, United States Public Health Service. 
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about a proposed school mental health project, and the superintendent and 
board were accepting, so long as financing was arranged from outside and 

budgetary problems not brought up. 

Meanwhile a renewed interest in group therapy among psychiatrists and 
the allied professions was developing. The American Orthopsychiatric A^o- 
ciation had spearheaded this interest in using group methods for treating 
children with problems and their parents (Amster, 1944; Slavson, 1943). 
Using this technique the consulting professional staff of the council d( 3 veloped 
a project of group therapy for parents of children with behavior problems in 

public schools. u ic . 

Tne program was set up to employ a psychiatric social worker halt-tmae 

to work in two schools, or about one-fourth time in each school of five to six 
hundred children. This was a concentration of social work time taat had 
never been equaled in public schools of this area, and doubtless some of the 
social worker s success was due to this fact alone. Many other favorable factors 
entered into his considerable success, such as warm relations between him 
and the principals, his own friendly unpressured personality, and his expertise. 
Viewed along many dimensions, this pilot project was an unqualified success. 
Cooperation during its course was excellent, and there was a noteworthy 
absence of complaints by participants. The services provided received enthusi- 
astic acceptance by school personnel and parents, and requests were received 
for expansion of the programs into new schools. A fuller account of the reac- 
tions to this project has been presented elsewhere (Gildea, 1959). It is suf- 
ficient here to note that this initial success led to a strong drive to develop 

and expand the program. i i j 

This new work was directed primarily to the parents. Teachers selected 

children with behavior problems or emotional maladjustment from each grade, 
and their parents were invited to meet the social worker. He then invited the 
parents whom he thought suitable to weekly group meetings. These were 
group therapy sessions— informal, sociable, and accompanied by co ee an 
cake. The children themselves were not seen by the worker, and the teachers 
were seen only in referral interviews or informally. 

In reporting the development of subject matter in the groups the worker 
observed that the parents invariably began their participation by ej^ressing 
resentment against the school, its personnel, or society. They disclainaed re- 
sponsibility for the child's problems and laid the blame elsewhere. Gradually, 
through discussion, each mother came to see what she could do to inaprove 
matters and began to be able to accept responsibility for the climate in her 
home. This change in attitude was usually associated with an improvement 
in the child's behavior as judged by the teacher. Thus the importance of 
maternal attitudes emerged, especially the attitude relating to responsibility 
for the child's behavior. This influenced much of the subsequent work. 

The success of this program led into a wider development in the next 
several years in the city of St. Louis, and several other schools were involved. 
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using a variety of workers. Another white social worker attempted to organize 
mothers’ groups in a segregated Negro school. This effort met with failure 
and rejection. The school personnel, all Negro, were not accepting or re- 
sponsive; and the mothers, in their own courteous way, rejected the service. 

This same worker was successful in another white school. A well-trained 
Negro social worker also tried to get Negro school mothers’ groups together, 
but also failed. She was more successful than the white worker, however, in 
her individual casework contacts with the Negro mothers. 

Other experiences in different settings showed that a variety of workers 
could be successful. In one case the worker was a woman psychologist at the 
master’s degree level. In another, the worker was a nonprofessional woman 
who had grown children and whose education included a B.A., but no formal 
graduate training. She did very well in the school, consultation and group 
therapy work. This experience led to the wider use of volunteers, nonprofes- 
sionals, or lay people, in the lay-education program. 

During the development of the group therapy program it became ap- 
parent to the people involved that the success of the service in each school 
setting hinged on several factors; but most prominent among them was the 
general level of understanding and acceptance of mental health concepts 
within the community comprising the school area, both parents and teachers. 

The failure of the program in the Negro schools brought home to the board 
members and the workers, with particular force, the necessity of a general 
mental health education program. 

At about this time the St. Louis Council for Parent Education merged 
with the Mental Hygiene Society. The resulting group, the St. Louis Mental 
Health Association, became particularly interested in mental health education. 

An active group of volunteers came together and developed a program of 
group discussions, led by each other, centering around ideas presented in the 
new mental health films. 

Previous experience of exhibiting these films at board meetings had 
demonstrated that they created considerable anxiety when they were shown 
alone. In most cases spontaneous discussion following the film quickly reduced < 
this anxiety to manageable proportions, in addition to emphasizing and under- 
scoring the points that had been made. In fact, discussion often seemed to 
lead to enthusiastic acceptance of the ideas presented. 

Thus a program of discussion groups led by lay leaders was developed. 

These leaders were trained in a series of workshops conducted by profe- 
sionals, a psychiatrist and a psychiatric social worker, and held in the Associa- 
tion offices. At first the participants were chiefly board members and their 
friends, largely self-selected. Later an effort was made to screen the applicants, 
but it was generally held that anyone who wanted to could lead a discussion. 

The process of self-selection went on during the training period, and later, 
too. For instance, a workshop might start with thirty people and wind up 
with twenty who wanted to go ahead with it. The rest would have eliminated 
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themselves. Some would drop out after leading a tew discussions, feeling that 
they did not like it or were not suited to it. The woikshops were three sesaons 
of L hours each. The basic teaching was that discussion should anse from 
the eroup, that the role of the leaders was to keep disrasion going and 
tension within manageable limits. The leaders were reminded that they were 
not experts and should not attempt to answer difficult or tiieoretiral quesnons. 
The fact that they were not experts was considered to have positiv 
value in" promoting the idea that in human reUtions there are no positive 
answers. The group seeks to find a useful point of view together. 

Leaders were usually sent out to meetings in pairs, with a more experi- 
enced leader accompanied by a less experienced one. The groups were most 
often held in schools, PTAs, and mothers’ clubs, but some were also held in 
churches, before service clubs, and wherever else they were requested. The 
Association had some 40 or 50 volunteer leaders on their 
20,000 people were involved in the groups during a year. en e 
request^ toUow-up workshops. These were regularly arranged in two-hour 

sessions with various professionals leading them. „ , . . . , c. 

There were, thus, two mental health services offered in the city of bt. 
Louis: the school-centered group therapy for parents, and the educational 
discussion groups. As the group therapy program expanded private financmg 
became more difficult. The St. Louis Board of Education had a division which 
gave services to parents, and the privately financed services were discontinued 

' At this time the Health Commissioner of St. Louis County became in- 
terested in school mental health, and especially in the project of group thera^ 
tor pirents in the city schools. There had ten a long 
in which various school districts contracted with the coumy Health De^r 
ment tor health services. The school mental health service kcame part of thB 
structure. InitiaUy the county Health 

health service to three school districts, tor which they ^ 

yearly. This was the same kind of anangement under which these distr 

contracted for nursing and dentistry. 

The financing arrangement changed after two years, and the service was 

paid tor on the basis of $5 an hour for the worker m the school. This te now 
Len inaeased to $7.50. The county Health ^partment pays the rest of the 
expense. The service program has now expanded into seven districts and has 
asLied a somewhat different character in each district to meet specific con- 

ditions and specific requests. 

The expectation at the beginning of the services was that ffie program 
of group theVapy tor parents established in ffie county would be similar o 
thafwhlh had ten developed in the city. This, however, was "ue 0% 
a small degree. Differences between the two programs can be flamed by 
different characteristics of the areas involved, as well ^ by central administra- 
tive features of the county Health Department and the local school districts. 
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The situation in the county contrasts with that in the city in many ways. 
In the city there is one superintendent of schools, who is firmly established, 
and the schools themselves are in well-settled neighborhoods. Traditionally 
the city schools are concerned with their neighborhood parents, who can 
easily walk to school and thus are familiar with the schools and their per- 
sonnel. These parents are readily accessible to the school, and there was no 
problem getting them to come in. The county, on the other hand, is under- 
going rapid growth and population expansion. Many of the school districts 
are made up largely of new subdivisions with very little social cohesion, or 
even inter- or intra-community transportation. In many districts, especially 
the newer ones, the school boards and their superintendents were uneasy 
about the parents, who are their electorate. This uneasiness seeped down to 
the principals and made all the school officials guarded and defensive about 
allowing workers to have direct contact with parents. Some of them felt that 
this kind of new program, coming from the outside (i.e., the Health Depart- 
ment), represented a potential threat to the school image in the eyes of the 
electorate; and it was particularly difficult in some of the districts to have 
free access to the parents. In several districts, even though the superintendents 
had voluntarily contracted for their services, the workers found it hard to give 
any because of lack of referrals. In some districts the guidance counselors 
blocked referrals. In at least one school a worker was given no place to inter- 
view except a boiler room or a broom closet. 

Other factors which made access to the parents difficult were transporta- 
tion, shortage of workers’ time, and type of case referred. As mentioned above, 
there was little public transportation, especially in the evenings when meet- 
ings of parenfc were usually scheduled. However, parental participation was 
also difficult to obtain in schools serving upper-class or upper middle-class 
areas where transportation was no problem. The shortage of the workers’ 
time made it impossible to make home visits for intake or follow-up. Further, 
in the early period at least, very difficult cases which were intrinsically un- 
treatable in the school setting were referred. These cases usually required 
referral to a clinic or other facility; this absorbed all the available time. 

Because seven different independent districts were involved in the county 
and because there was a considerable turnover in school mental health per- 
sonnel, the programs developed in the various districts were not uniform. 
Workers were quite free to follow their individual interests if they had sympa- 
thetic school administrators. Thus, some of them conducted workshops and 
case-conferences for teachers. In a few schools, groups of classroom mothers, 
all invited, come in for discussion groups. Some of the workers used group 
therapy with groups of adolescents, and there were one or two ongoing groups 
of referred parents. However, the program in the schools has gradually de- 
veloped into a casework service, and group therapy has played a minor role. 

For similar reasons the lay discussion groups did not take hold in the 
particular schools in which the school mental health program was operating. 
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The program was going on actively elsewhere in the city and county, but it 
was not accepted well in the experimental schools. Although a number ol 
discussions were scheduled and held, they were not well attended, as they 
usually were in the places that had actively requested them. 



Summary of Research Findings^ 



From the beginning, in 1947, evaluation of the group therapy pro- 
gram for parents of public school children who exhibited behavior symptoms 
was much talked about. It seemed at first that a follow-up interview of the 
teachers by the school worker himself would give a picture of the success or 
failure of the parent therapy groups. However, it soon became apparent that 
the teacher’s report of the child's current condition was influenced to a marked 
degree by her transference feelings for the worker and by her general orienta- 
tion toward the program and her principal who introduced it. These follow-up 
interviews showed that in the early school work 80% of the children whose 
parents participated in the group therapy were seen as improved in adjust- 
ment by the teachers, while about the same per cent of those whose parents 
did not participate were seen as unimproved (Gildea, 1959). ^ 

It appeared that objective results could not be expected from a worker s 
own follow-up, although this precept is not as widely accepted as one might 
think. Many well-known follow-up studies of treatment methods are done by 
the people involved in the treatment, or by others close to them. This factor 
accounts in part for the glowing results obtained in some drug studies, as 

well as in other treatment method follow-ups. ^ 

Recognizing this source of enor, the group thought that counting the 
referrals of pupils from the studied school districts to the relevant police dis- 
tricts before and after the program would be a measure of its effectiveness m 
averting gross disturbance. But again, it was apparent too many variables 
were involved in this simple counting procedure. Therefore, with advice from 
the NIMH-'^ a research program was developed in cooperation with social 

scientists. .i j • 

In order to study the effectiveness of the two programs described m 

Section I, it was first necessary to develop methods of measuring the adjust- 
ment of children. Second, because it was felt that maternal attitudes strongly 
influence children’s behavior and that improving these attitudes was one of 
the chief aims of these programs, it was necessary to conceive of ways of 
studying and quantifying these maternal attitudes. Reported below is an out 



2 The authors acknowledge with gratitude the contributions of the following col- 
laborators: Ivan N. Mensh, Ph.D., Herbert R. Domke, M.D., M. P. H. and A. D. 

acknowledge with gratimde the personal interest John Eberhard, Ph.D., and 
later Ronald Lippitt, Ph.D., took in this proposal. 



0 



295 NEW APPROACHES IN THE SCHOOLS 

line of parts of the research conceptualization. Inferences and conclusions 
selected for inclusion here are based on parts of the data collected. Much of 
the detail of data analyses has been already published in the cited references. 
Some is still in preparation for future publication. 

ASSESSMENT OF LEVELS OF EMOTIONAL 
ADJUSTMENT OF CHILDREN 

Determining ways of classifying the mental health of children was 
the first undertaking. A decision was reached to consider the child s general 
state of emotional well-being from the points of view of his teacher, his 
mother, and his classmates (Glidewell, Mensh, Domke, Gildea, & Buch- 
mueller, 1957; Gildea, Glidewell, & Kantor, 1960). 

Teachers were asked to grade the children on a 4-point rating scale, from 
normal to very disturbed, needing clinical help. In the small or pilot sample 
described below the children were also graded by professionals, the stafF of 
the child guidance clinic. It was found that the teachers’ ratings conelated 
highly with the opinions of professional workers. Indeed, in 80% of the cases 
there was exact numerical agreement between the ratings of the teachers and 
the ratings of the professionals. 

The mothers’ opinions of their children’s emotional state were covered 
in a detailed questionnaire designed to collect data about family structure and 
social characteristics, as well as information about how the mother experi- 
enced and perceived her child. One of the ways this information was obtained 
was through a symptom checklist (Glidewell, Mensh, & Gildea, 1957; Glide- 
well, Gildea, Domke, & Kantor, 1959; Mensh, Kantor, Domke, Gildea, & 
Glidewell, 1959) accompanied by suitable probe questions for each symptom 
the mother reported in her child. This questioning collected data on the 
frequency, duration, and severity of the symptom and on the mother’s atti- 
tudes toward the cause of the difficulty and how she thought it would prob- 
ably come out. 

In order to assess the classmates’ views of each other, several instruments 
were used. The most valuable, in that it conelated with the mothers’ and 
the teachers’ opinions, was the sociometric questionnaire (Mensh & Qide- 
well, 1958). A semiprojective story completion instrument called “Secret 
Stories,” and an adaptation of Rogers’ use of a “Wishes” test were used. In 
addition, a most ingenious method of classroom observation called ‘The Bean 
Game,” devised by Ronald Lippitt, was used. Data from the last three tests 

are still under analysis. 

The Samples 

Two groups of children and mothers were used in this research. The 
first, called the pilot study, or the small sample, was composed of 91 white 
public school children in the third grade of three different schools in St. 
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Louis County. These were schools contracting with the county Health Depart- 
ment for mental health services. This group of “normal” children had so few 
disturbed ones in it (only 6) that 35 children drawn from referrals to the 
St. Louis County Child Guidance Clinic were added in order to produce a 

broader spectrum for the pilot work. 

The large study was composed of 30 third-grade classrooms in 15 con- 
tracting schools. These were divided into experimental and control classrooms. 
The study was repeated annually, three times, to determine change. The last 
repetition occurred 2Vi years after the first. There were 830 families in the 
first year, but a marked degree of attrition occurred; by the end of the study, 
2Vi years Jater, only about half the children were left. About 25 ^o had moved 
out of the classrooms, and thus out of the research, each year. 



Findings Related to Mothers’ Reports of Symptoms 

One section of the questionnaire was devoted to asking mothers if 
their children had any of a list of 21 symptoms (see Table 1). 



Table 1. The Twenty-one Areas of Difficulty Screened by a 
Symptom Inventory 



1. Eating 

2. Sleeping 

3. Digestion 

4. Getting along with children, withdrawn 

5. Getting along with children, acting out 

6. Getting along with grownups, withdrawn 

7. Getting along with grownups, acting out 

8. Unusual fears 

9. Nervousness 

10. Thumbsucking 



11. Overactivity 

12. Crying 

13. Sex 

14. Daydreaming 

15. Temper tantrums 

16. Lying 

17. Stealing 

1 8 . Destructiveness 

19. Rejection of School 

20. Wetting 

21. Speech 



Sample Inventory Question 

“Does Johnny have any trouble getting along with other children^” 

A. “How often does he have this troubler’” 

B. “How long has he had this troubled” 

C. “How serious is itr*” 

If a mother agreed that the child exhibited a particular symptom, she 
was asked about its duration, severity, and frequency. A number of interest- 
ing findings developed out of this symptom inquiry. The first was the ques- 
tion of the reliability of the mother’s reporting. To determine this, a sub- 
sample of IS'v mothers, who had had no contact with mental health resources 
during the intervening year, was drawn from the large sample that had re- 
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sponded to the questionnaire twice in successive years. It was found that 30% 
of the symptoms reported the first year were denied in the second interview 
as having ever occurred. The mother s reports about her child’s symptoms 
were about 70% reliable from year to year on this special subsample (i.e., 
approximately 70% of the symptoms reported in a given year are again 

ported the following year). 

On the large school sample of 830 white third-grade children, most 
mothers reported some symptoms. There was a regular relationship between 
the number of symptoms reported by the mother and the rating of adjustment 
given by the teacher. The children rated best adjusted averaged 1.7 symptoms, 
and those rated as needing clinical help were reported by their mothers as 
having three or more symptoms. There was no difference in num^rs of 
symptoms reported for boys or girls, and there was no social class difference 
in symptom reporting by mothers. 

In the large sample, containing very few seriously disturbed children, 
there was no increased differentiating effect found by using data reporting 
frequency, severity, and duration of the symptoms. In the small sample On 
which about one-third were disturbed clinic children) the frequency, severity, 
and duration did increase the sensitivity. The mothers of these disturbed 

clinic children reported an average of six symptoms. 

In the small pilot study it appeared that the symptoms correlating best 
with disturbance for boys were “sleeping trouble,” “trouble getting along wit 
other children,” “nervousness,” “unusual fears,” and “stealing, while for girls 
“sleeping trouble,” “lying,” and “making a fuss about going to school seemed 
to differentiate best. However, in the large school sample these findings dis- 
appeared, and the symptom that was most significant for both boys and girls 
was “trouble getting along with other children.” This agrees well with the 
sociometric findings that demonstrated the schoolmates’ ability to select dis- 
turbed children with a high degree of reliability. , . i 

As a screening tool, the mothers’ reports of symptoms can be used with 
about 70% efficiency, which is about as good as any medical screening device 
(Glidewell, Domke, & Kantor, 1963). The extent of the agreement between 
mothers’ reports of symptoms and teachers’ ratings of adjustment of the chil- 
dren tends to increase as one goes up the social scale from lower class to 

upper class. , , r j- c 

It is well known that teachers’ reports of the level of adjustment ot 

children shows a social class bias. There were no significant differences m 
numbers or types of symptoms repor^t d by mothers representing the several 
socioeconomic strata. The teachers, nowever, in their ratings of levels ot 
childrens’ adjustment saw a significantly greater prevalence of disturbance m 
the upper- and lower-class children than in the middle-class children. It was 
found that upper-class mothers show a tendency to agree with the teachers 
about the emotional adjustment of their children. As an actual fact, in the 
St. Louis area upper-class children tend to be in private school, and therefore 
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the ones that appear with their mothers in this sample from public schools 
are probably not typical. Lower-class mothers less often agree with teachers 
about disturbance in their children. 

Middle-class children in our middle-class society probably show similar 
behavior at home and at school, and mothers and teachers tend to have similar 
attitudes toward their behavior. Therefore these mothers and teachers tend 
to agree about the children. Lower-class mothers reported more than the 
average number of symptoms for the total group of children rated well- 
adjusted by the teacher, and fewer symptoms for children rated as disturbed. 
Therefore in the lower classes there was least correlation between the num- 
ber of symptoms reported and the teachers’ ratings of adjustment. This is 
just another item in the enlarging body of evidence indicating the difficulty 
of really understanding lower-class phenomena. Communication is not to be 
taken for granted, and it is particularly difficult to know just where and when 

it has failed. 

Findings Related to Sociometrics 

The children were given a sheet with all the names of the pupils on 
it, in their correct seating position. They were asked to make six sets of judg- 
ments about their classmates. These were to identify which child they liked 
best, and which child they liked most to play with. Then they were asked 
which child they did not like, and which child they did not like to play with. 
Further they were asked which child asks them most often to do things t ey 
do not want to do, and correspondingly, which child does not ask them to do 
things they do not want to do. The last two questions were to elicit demand- 
ingness or bossiness. Analyses of these data showed the children’s choices of 
each other remarkably in agreement with their parents’ and their teachers 
opinions (Mensh & Glidewell, 1958). The results correlated positively with 
findings in the mothers’ symptom reports and the teachers’ ratings. In the 
pilot study, where the children were rated by the professional staff of the 
child guidance clinic as well as by mothers and teachers, the children s 
choices of each other were found to be also significantly related to these 
workers’ opinions. Sociometric analyses of the large sample confirmed these 
findings. The average correlation between teachers’ ratings of children s ad- 
justments in the large sample and sociometrics was .35. 

Findings Related to Maternal Attitudes 

In the study of maternal attitudes, two approaches were developed 
(Gildea et al., 1960; Glidewell, 1961). The first was a 17-item questionnaire 
stimulated by Shoben’s (1949) work. In the pilot study of 126 mothers, 80 
items were submitted, but only 13 of them showed a significant relationship 
to emotional disturbance in these children as determined by professional 
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personnel (social workers, psychiatrists, and psychologists). Three more of 
the items showed a positive trend, and one (whether mothers thought they 
had more fun than children) was added. Thus, 17 items were compiled for 
the final test form. These are presented in Table 2. 



Table 2. Maternal Attitudes Scales 



TEST ITEMS 

1. Problems in children come out of trouble inside the 
family. 

2. Children have more fun than grownups do. 

3. It is hard to know when to make a rule and stick 
by it. 

4. Jealousy is just a sign of selfishness in children. 

5. School is a hard place for children to get along in. 

6. Parents who ate strict with their children know 
ahead of time what their children will do and what 
they won’t do. 

7. It is hard to know what healthy sex ideas are. 

8. When neighbors or teachers complain about the be- 
havior of a child, this shows that the parents haven’t 
done a good job. 

9. It is hard to know what to do when a child is afraid 
of something that won’t hurt him. 

10. It is hard to know what healthy sex play is. 

11. Children don’t try to understand their parents. 

12. No matter what parents try to do, there are children 
who don’t change at all in the way they behave. 

13. The most important thing children should learn is 
obedience to their parents. 

14. It is hard to know when to let boys and girls play 
together where they can’t be seen. 

15. When they can’t have their own way, children try 
to get around the parents some other way. 

16. It is hard to know when I am forcing my child to be 
different from other children. 

17. Children should not bother their parents with petty 
problems. 



CONTENT AREA 

Responsibility 

Unclassified 

Discipline 

Rejection 

Unclassified 



Discipline 

Uncertainty 

Responsibility 

Unclassified 

Uncertainty 

Rejection 

Responsibility 

Discipline 

Uncertainty 

Rejection 

Discipline 

Rejection 



Contrary to the findings in the mothers’ reporting of symptoms (in which 
there was 30% unreliability in their reporting), there was found here a high 
degree of stability of responses in the total sample. Answers repeated three 
times in 2Vi years were highly consistent. The stability of these responses 
was social-class related; the higher the social class of the respondent, the 
more consistent were her responses. 
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It was found that most of the 17 items were significantly related to social 
class. Generally, the higher social class mother tended to disagree with any 
statement. This might be interpreted as personal rejection of the interviewers, 
most of whom were youngish middle-class women. This possible reason for 
the finding was not tested, but the finding itself indicates that upper-class 
mothers are probably not as accepting of mental health programs as middle- 
class ones are. 

The higher the social class of the mother, the greater is her tendency to 
believe that grownups have more fun than children do. Conversely, the lower 
the social class, the more strongly the mother feels that the children have 
more fun. 

There were six items grouped as “hard to know” (3, 7, 9, 10, 14, 16). 
These items stated that it is “hard to know” how to deal with sex and dis- 
cipline and other problems of raising children. Significant social class dif- 
ferences appeared in four of these (3, 7, 10, 14). The higher the social class 
of the mother, the more likely she is to believe that it is not hard to know 
what to do about child behavior. 

None of the 17-attitude items correlated significantly with the teachers’ 
ratings of the children’s adjustment. When social class effects were removed, 
there were also no significant findings. 

Some of the attitude items were more likely than others to relate sig- 
nificantly to disturbance as measured by the mother’s reports of her child’s 
symptoms. All four of the discipline items (3, 6, 13, 16) and two of the sex 
items (7, 10) were significant in this respect. Only one of four “rejection” 
items (15) and one of four “responsibility” items (1) were significant. In 
five of the six “hard to know” items (3, 7, 9, 10, 16) there were significant 
relationships found also. 

In general it was found that favorable adjustment of the child was re- 
lated to the mother’s having a certain flexibility with regard to discipline, 
being sure how she was going to act in various situations, and accepting the 
child. The mothers who reported a high number of symptoms in the children 
did not see themselves as involved in the child’s problems. They were anxious 
and uncertain about how they should act in regard to the various issues in 
bringing up children, and they rejected the child. 

Of the three factors emerging from the factor analysis of the 1 7-item 
attitude scale, only the first was clearly identifiable. This was the one con- 
taining all six of the “hard to know” questions, and it appeared quite defi- 
nitely to represent an “uncertainty” factor. None of the three factors correlated 
with emotional adjustment of the children, as measured by either teachers’ 
ratings or mothers’ reports of symptoms. 

The professional staff agreed that the mothers’ sense of responsibility for 
the children’s welfare and adjustment was a most important element in the 
child’s development. The clinical staff, especially, felt that a strong sense of 
responsibility for the child on the part of the mother correlated with good 
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adjustment in the child. The work in the city schools seemed to have demon- 
strated this. In the pilot study it appeared that the mother’s recognition that 
one or more clear causes of the problem was related to her concept of her 
responsibility, and her feeling that she was capable of doing something about 
it— that is, her potency in this regard. Therefore an open-ended questionnaire 
was developed investigating the mother’s opinions about the cause of the 
symptom, whether or not she felt herself to be involved, what if anything 
she expected to do about it, and whether or not she expected to be successful. 

In collecting these data the mother was asked, “What worries you most 
about your childt*’’ “How do you think it is going to come outf*” “What caused 
it?’’ “Are you planning to do anything about it?’’ and “Do you expect to be 
successful in dealing with the problem?” 

It was found that the lowest disturbance rate (as reported by teachers) 
occurred in the group of mothers who said they had no worries about their 
children. Teachers’ ratings agreed that these mothers actually had nothing to 
worry about, in four out of five cases. For those mothers who admitted some 
worry, the lowest disturbance rate (19%) was found in the children of 
mothers who thought the problem had several different causes, who felt that 
they were responsible in part at least, and who were able to do something 
about it. The sickest children were those of mothers who thought there were 
several reasons for the problem, but who thought they were not responsible 
for it and were unable to do anything about it. Fifty-four and five tenths per 
cent of these mothers’ children were disturbed. 

In summary, the 17-item questionnaire related more to social class than 
to adjustment of children, but the open-ended questionnaire related more to 
adjustment than to social class, although there were social class findings here 
too: the lower-class mothers felt less responsible and more helpless, and they 
projected blame more. They tended to be more paranoid. When upper-class 
mothers had disturbed children, they tended to feel responsible but impotent, 
that is, depressed. 

Experimental Design 

The problem of setting up an experimental design that would pro- 
duce data on the effects of the two mental health programs together and sepa- 
rately, using suitable controls in order to eliminate extraneous influences, has 
been reported in detail (Glidewell et al., 1957). The basic problem was to 
compare the effects of three levels of operation of the school-centered mental 
health programs in St. Louis County: 

1. A combined operation, school-centered mental health services offered 
by the professional worker of the health department plus the educa- 
tional program offered by volunteers of the St. Louis Mental Health 
Association. 

2. The volunteer education program alone, and 

3. The controls, involving no mental health services. 
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In order to deal with the three levels of programs it was necessary to 
organize the sample into groups of three homogeneous experimental units in 
the same school. An attempt to do this failed even for schools in the same 
geographical areas, since none had more than two third grades. Therefore, 
dassrooms were selected as the most workable experiment units. For purposes 
of this research pupils in a single school were assigned at random to each 
of two third-grade classrooms. This resulted in the desired homogeneity for 
the two classrooms. Because there were generally only two third-grade class- 
rooms in each school, however, it became necessary to create a design per- 
mitting the assignment of three levels of the program, only two at a time. An 
incomplete block design was selected in order to separate the effects of the 
programs from the effects of extraneous variables. 



Change Data 

The 17-item attitude questionnaire was administered to the mothers 
once a year, making a total of three administrations in all. Teachers were also 
asked to rate the children annually three times. Each year a different teacher 
rated each child, as the children moved through third, fourth, and fifth 
grades, while the mothers for the most part remained the same. 

There was no evidence that there was any difference in effect of the 
volunteer education program alone or in combination with the professional 
school-centered program; but as described in Section I, both p.ograms were 
less intense than originally planned or predicted. 

Over the three-year period the teachers’ ratings indicated that they 
thought the children got worse, in both experimental and control classr^ms, 
but more markedly in the experimental ones. Looked at from one point of 
view, this can be considered a rather favorable finding. It would seem to 
indicate that all the teachers were becoming more sensitive to the emotional 
adjustment of their children and so were reporting more evidence of dis- 
turbance. The ones who had some exposure to the school mental health pro- 
gram, however, moved farther in the direction of recognizing emotional ill 

health than the controls. 

The mothers, on the other hand, thought all the children got better; and 
there was no important difference between the experimental and control 
schools. During the first and second years, in each interview response, the 
mothers reported a reduction of symptoms in their children. This was tme in 
the second interval between tests, as well as in the first. This is some evidence 
that the symptom reduction is not an interview error caused by the mothers 
recognizing that the interview would be shorter if she denied symptoms. 
There was a social class finding here, too. Although children of all classes 
showed some diminution in symptomatology, middle-class children seemed 
to lose more symptoms faster than lower-class children. These findings ar^ 
statistically significant. This loss of symptoms probably represents successfu 
socialization of most children during the early school years, the prepubertal 
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period. It is to be expected that middle-class children would be the most 
successful in this regard. 

So far as changes in attitudes were concerned, taken overall, using the 
final or basic sample, there was no difference between the experimental and 
control groups in either measure of attitudes. The responses to the 17 items 
remained substantially unchanged. The attitudes measured by the open- 
ended questions, however, showed movement in the direction of the mothers’ 
generally accepting more responsibility for their children’s behavior and 
acquiring a greater sense of potency in coping with it; in other words, the 
mothers here showed a general improvement in attitude, in both experimental 
and control groups. This may reflect tne generally beneficial effect of the 
questionnaire itself, administered three times by sympathetic women, or a 
general trend toward the acceptance of mental health educadon brought about 
by communication media in these years. 

Although there was still no difference over the 21^-year period in the 
experimental and control groups, there was a small positive correlation be- 
tween change in the mothers’ reports of symptoms and change in their atti- 
tudes; that is, the mothers thought the children got better, and the examiners 
thought the mothers’ attitudes improved. 



Comment 

1. The success or failure of community mental health services seems 
to hinge on a number of factors that have been vaguely apprehended, but not 
too clearly defined. There is a positive element that has to do with enthusi- 
asm, both for the giving of services and the receiving of them. For instance, 
skilled workers who b- ..an enthusiastic supporting board raising money for 
them can go into positively accepting schools and do an inspiring job with the 
problems of children and their parents. If there is any faltering of positive 
support, or especially any resistance or resentment in the recipient group, the 
job becomes infinitely more difficult. 

2. There is an increasing body of direct and indirect evidence that 
mental health services have great difficulty surmounting the barriers set up 
by class distinctions. 

3. The amount of time the worker has available to spend in the school 
is an important factor determining success or failure. In this study the most 
successful workers in group therapy spent one-fourth time in schools of 500 
children; this was the maximum saturation available. 

4. Continued strong leadership and close supervision are very important. 
For the best results, clinical and ancillary services should be available for easy 
referral. Thus the backlog of very difficult cases can be readily dealt with and 
more preventive and educational activities pursued. 

5. In this kind of large-scale evaluative research project it is difficult to 



305 

THE ST. LOUIS SCHOOL MENT iL HEALTH PROJECT 

maintain services throughout the study period identical with those in effect 
Th^X projectias developed It takes much 
to do this kind of study than is generaUy predicted, and i is d P 

the same service or research teams together as the analyses and reporting 

elaborate screening devices are nectary to select ^ 
emolally disturbed children tor special care. Teachers can do it alone. A 

clinic team plus teachers can select 90%. , 

7 As lie goes down the social scale, one increasingly ^es " 

tend totl 4tent, to project more, to feel uncertain and 
noid. Language and communication between workers and clients 

™Vt“*e upper classes, mothers tend to disagree with questionnaire 
items. If they hare problem children they feel responsible and impotent, i.e., 

‘^'‘’Ta feeling of helplessness, impotence, and projection of blame are the 
attitudef in mothers wWch are most unfavorable to their youngsters mental 

''“''lO. The most important individual symptom, reported by the mother 
for di->i "g"ihi n g an emotionally dhturbed youngster is trouble getting along 

^'^iTtohraXe tXif childtei as losing symptoms as they become better 

^‘^nitXr:‘X:feV-a\:a rntal health ^Ogram tend to see 

mote disturbance in the youngsters during the same penod. 

13 Maternal attitudes toward child behavior improved slightly over the 
2Vk-year period, but not in relation to any specific mental health program. 
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Introduction 



As the title of this book implies, emergent approaches to mental 
health are related to emergent problems of mental health. There was a time, 
not too far in the past, when early case finding and diagnosis were looked 
upon as the best approach to preventive mental health. Although this concept 
still has value, we are faced with the realities of mental health manpower 
shortages and the urgent need to experiment in the development of innova- 
tive techniques at all levels of prevention. Primary prevention implies creat- 
ing conditions whereby more effective coping with the stresses of problems of 
living will presumably result in better mental health. It is a probabilistic 
approach rather than an absolute one. It recognizes, or at least should recog- 
nize, that there will always be problems of mental health and that the foster- 
ing of “constructive coping” will allow children, their parents, and their teach- 



iThe project described in this chapter is supported by the Interprofessional Re- 
search Commission on Pupil Personnel Services (IRCOPPS) from a pant from t le 
National Institute of Mental Health (MH1428). The University of Texas Personnel 
Services Research Center, John Pierce-Jones, Director, Ira Iscoe, Associate Director 

S. Thomas Friedman, Research Coordinator, aim 

Consultants, was set up as one of four centers funded by IRCOPPS in 1963. The 
of the Commission is “to promote more effective pupil personnd services by provi mg 
through research a body of knowledge that will increase the effectiveness of all those 
collaborating to provide the total school learning experience; demonsrtating different 
kinds of pupil services programs in order to determine those that are best tor various 
sizes and types of communities; and conducting and stimulating research on preventive 
mental hygiene in an effort to foster desirable pupil growth. r 

The University of Texas project is funded to October 31, 1967, being a four-year 
project. Besides the project described in this chapter, the Personnel Services Research 
Center is conducting research in other areas concerned with students and school 

personnel. 
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ers to deal more effectively with “problems of living” as these arise in everyday 
life. The complexity of human behavior and the multicausal nature of mental 
illness would seem to mitigate against total prevention of emotional dis- 
turbance; nor, perhaps, would it be desirable to have within our grasp the 
means to produce such serenity or even apathy. 

The decreased incidence of tuberculosis was primarily due to the general 
improvement of living and working conditions rather than to the development 
of new methods of treatment of the disease itself. The necessary condition for 
tuberculosis, a specific bacterium, is endemic in the population. The sufficient 
condition for tuberculosis is a weakening of the body’s ability to cope. Raising 
the general health of the populace has resulted in better resistance and a 
consequent reduction of tuberculosis. In a similar vein, anxiety and stress 
will always be with us. How these are handled is more important than their 
presence or absence. 

During the school years a wide spectrum of behavior is displayed by 
children. This behavior is frequently classified according to the value system 
of the teacher. Some of it is labeled “bad,” some of it “good,” and a healthy 
residue is variously interpreted or ignored. There has been much written on 
how the school can serve to “screen out” children who need “help.” But not 
much has been written on what would really happen if teachers were truly 
as sensitive to the indications of developing emotional problems as psycholo- 
gists would wish them to be. How would these identified cases be treated? 
By conventional methods? Already child guidance centers, the supposed 
bastions of secondary prevention, are handicapped by long waiting lists 
which, although testifying to the existing need, also point to a technological 
lag in the rendering of effective services. In fact, the general record of success 
of our traditional approaches in child guidance clinics is only fair. Clearly, 
then, some new strategies are called for, especially if we are to make progress 
in true preventive approaches. This does not mean that the child as a child 
or an adult will not experience anxiety, frustration, and the like. It does 
imply that within the school system the child will have a heightened probabil- 
ity of being dealt with by persons who can place his problems in perspective 
and can deal with them in more effective ways than at present. Referral for 
treatment does not result in the child’s being “dumped.” He still remains a 
pupil in a class or a school and is dealt with by increasingly sophisticated 
teachers. 



Influence of Technological Change 

It has been said that more knowledge has been created in the last 
fifty years than since the dawn of recorded history and that we are just at 
the threshold of this geometric increase. Technological advances have resulted 
in a higher standard of living for most of our population. However, our 
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increasing awareness of the culturally deprived underscores “ 

the whole America has grown more prosperous, we are still 
the dilemma of cumulative deficits in some areas of our educational syste . 
In order to rectify this lamentable state of affairs some innovative pro^m 
have already been launched. Our society is now faced with the problem 
Uying the foundations for positive mental health and of -l^velopmg a^ 
system that «,uips chfidren both for participn » 
world and for fuller utilization of their potential as human l^i g • 
new technology and the new concepts of spa^ and Hme will afe ch Wren 
of the future can only be imagined. How, for example ” 

lorrow function in I world that will double in populatmn? What ch»^ 
in sex motes, in living habits, and in value orientations wil 
wiU be the psychological stresses? No one can say for certain, but it is c 
that there may he an increased cultural lag between the educaaonal system 
and the child, unless the system is more fully able to comprehend the rapidly 
changing world of the child, his needs, stresses, and methods of coping. 



The School as a Competent Institution 

Schools have changed rapidly from their former primary orientation 
to fundamentals. There is an increasing awareness that learning has an emo- 
tional component; and there is at least a tacit recognition that classrMms, 
schools, and even school systems differ in their ability to meet the emo lo 
needs of children. With the advent of automated devices of various sorts 
the teacher wiU be called upon to perform more and more m 
where she is superior to a machine. One of Aese would api*ar to W die 
area of human relationships and sensitivity. The injpltcation here is th« a 
competent school builds up a repertoire of resources better able to cope efec^ 
lively with the problems that arise in the classroom, on the playground, or in 
a mLing of the faculty. It further implies the '"aeasrf fficularizaBon o 
mental health. A teacher, with a little help, can or should be a 
resource to a child with a problem. She does not have to act as a psychothera 
pist or a psychologist. She merely acts as a more competent teacher. 

^ With the increasing secuUrization of mental health and with the avowed 
and serious mental health manpower shortage, what rantributions to the 
school or the classroom may be made by mental health spaiahsts? Trad - 
tional approaches involve the identification of children with problems and 
some sort of a decision as to whether “it is serious enough to warrant psycW- 
attic or psychological help. In this approach the psychologist tradiBona Uy has 
ten the seer wL, by idrtue of his tests, tells the teacher or the principal 
something about the child. Without wishing to demean ths 
readily acknowledging its necessity in many caffis, we must admit ‘>>2* 8'™8 
the child a test many times serves largely to relieve the teachers anxiety and 
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stands as objective proof that the teacher did something for ^ 

also a call for help and a way of bringing disruptive behavior or school failure 
to the attention of the school administration. Other traditional approac es 
are equally geared to let the teacher, the principal, and, indeed, the sc oo 
system “off the hook.” If the mental health consultation relationship is one m 
which a psychiatrist or psychologist takes charge of a case and acknowledges 
the need for the referral, little is learned by the school or the teacher except 
that referral to a mental health specialist is perhaps the only way to deal with 
disruptive behavior or emotional problems in general. 

Advances in education, especially in the process of learning, would seem 
to support the notion that learning is not entirely an intellectual process. 
There is a large emotional component. If this is so, and we believe it is, en 
there may come a time (or perhaps the time has already arrived) when teach- 
ers will be more concerned with emotional preconditions and processes that 
interfere with full learning and human development than with crises of 
human adjustment which may suddenly become manifest m the classrwm. 
Not that the two are clearly separated but, in the gradual turning away rom 
areas of pathology to areas of positive mental health, the ability of the teacher 
and the school system to encourage learning, inquiry, and creativity in a^i- 
tion to the acquisition of factual knowledge will be increasingly stressed. e 
strategy that this suggests is to consider mental health consultation as an 
aspect of in-service education designed to improve the skills of the teacher 
in relevant areas. More subtly, it seeks to encourage her use of the resources 
within the school and to support the development of needed resources should 
they be insufficient or absent. These resources need not be of the traditional 
variety. Indeed, the addition of another psychiatrist or psycholopt to per- 
form traditional functions may impede optimal utilization of the creative 
potential of the teacher or of the entire school system in dealing effectively 
with mental health problems (or, more broadly, with the everyday problems 
of living as they are manifested in a classroom or on the playground). 

The implication is that care-givers such as teachers can, with a litt e 
help, deal with an increased spectrum of problems. There is no attempt to 
phase out the services of psychiatrists, psychologists, and social workers. Like- 
wise the contribution of pupil personnel services, already functioning, is 
respected and, indeed, welcomed. The issue is simply one of bringing a^ut 
a more effective utilization of the resources that are already there and of 
increasing communication between professional mental health workers and 
the schools. The strategic deployment of scarce resources such as psychiatrists 
dictates a change in role. The teacher is respected as a teacher and as a 
human being. When she asks tor help, there is the implicit recognition that 
her usual approaches to the problem have not worked or that some underly- 
ing factor or factors are operative which handicap her in dealing effectively 
whh the presenting problem. In attempting to “tr« her up the menal 
health consultant, in the approach we have adopted, in essence lives the 
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problem” along with the teacher. He explores alternatives, he attempts clari- 
fication, and all the while, he asks himself what is preventing the teacher 
from taking a certain course of action or why has the teacher taken a par- 
ticular approach to the problem. 

The reader will recognize that this orientation is essentially the one 
advocated by Caplan (1956, 1959, 1963, 1964). With some modifications 
this has governed the approach to school personnel in the project reported 
here. We turn now to a description of that research. The intention is to give 
the reader a broad view of its purposes rather than a detailed description. An 
orientation to the schedule may be of assistance. 

October, 1963-August, 1964-Staff project, construct instruments, train 
consultants, make arrangements for test batteries to be administered, 
general planning. 

September-October, 1964-Test batteries to all personnel in twenty-eight 
schools. 

October, 1964-Begin consultation service. 

April, 1965— Readminister some selected scales, evaluate some aspects 
of program. 

Fall, 1966-Readminister selected instruments, pick up fall battery on 
new personnel. 

Spring, 1966- Administer instruments, evaluate consultation service via 
interviews. 

Fall, 1966-November, 1968-Analyze data, write up project. 



The Project 

COOPERATION OF THE SCHOOLS 

^Vorking with one or two schools in a system is the usual procedure 
in mental health consultation research or demonstration projects. Difficulties 
in this way of proceeding are compounded when the research involves a 
prolonged association (two years) with two school systems (Northeast Inde- 
pendent School System, San Antonio, and Austin Independent School Dis- 
trict) and where the type of service is novel and, therefore, potentially 
threatening. Sixteen schools in the Northeast District (eig^ t experimenta 
and eight control) and twelve schools in Austin (six experimental and six 

control) are involved. ,. . n i 

A further complication is that school superintendents realistically ask 

what their systems are going to get out of participation in the project, ven 
if they are satisfied, school principals often ask why they have been chosen. In 
addition, there is the understandable difficulty of asking the entire personnel 
in fourteen control schools to submit themselves to rather lengthy batteries 



312 



NEW APPROACHES IN THE SCHOOLS 

of tests. Finally, even if the superintendents and principals are agreed, how 
about the teachers'? 

Without going into all the details, suffice it to say that acceptance of 
the project by the superintendents of the school systems was the first step. 
Extensive meetings were held with the principals of the schools concerned 
(both experimental and control). Sometime later a meeting was held with 
all the teachers in those schools, during which the Director, the Associate 
Director, the Director of Research, and the project Coordinator gave indi- 
vidual presentations. These were held in April, 1964. The purpose of the 
research was explained, the various organizations supporting IRCOPPS were 
mentioned, and the role of the various staff members was described. It was 
emphasized that the purpose of the study was to evaluate the effectiveness 
of a particular kind of pupil service worker called a Child Behavior Con- 
sultant (CBC). The reactions of the teachers to these services were to provide 
the project with data for determining the usefulness of this type of consulting 
function. The purpose of the consultation service was to enable the teacher 
to utilize her ability as a teacher to the fullest degree. The belief was 
expressed that often a little work early in a child’s schooling could help him 
to cope and to learn more effectively than could much more work later on. 
The means for selecting elementary schools were stressed. No pretense was 
made of having all the answers, but the belief was put forth that effective 
consultation could resolve some of the problems of children. The whole- 
hearted involvement and cooperation of the teachers was solicited. They, in 
turn, were assured that all information would be handled confidentially, that 
neither the school administration nor the consultants would have access to 
the data gathered from them. Thus, the data would remain anonymous as 
far as the teachers as individuals were concerned. The reason for the control 
schools was explained: only in this way could the impact of consultation be 
assessed. The control schools were vital to the project even if they did not 
get any direct services from the consultants. 

Some further description of the schools involved in the study would be 
helpful. The Northeast Independent School District is separate from the 
San Antonio school system, although located in the same city. Northeast is 
a relatively prosperous district with at least two schools having Mexican— 
American populations and a lesser percentage of Negroes. The San Antonio 
area itself possesses a concentration of Mexican— Americans well in excess of 
the 12%-15% found in the Texas population as a whole. One experimental 
and one control school, both with about equal Mexican— American student 
populations, were included in our study. The other schools in the study 
ranged from lower middle-class to upper middle-class status, and each of these 
was matched by a control school of comparable status. 

In the Austin Independent School District a more heterogenous dis- 
tribution of schools was available. Two Negro schools were included in the 
study. One of these schools could best be ^characterized as being mainly com- 
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posed of children whose families were members of the “rising” middle class. 
The other Negro school was less affluent and more in the commonly per- 
ceived mold of Negro schools both in the South and in the North. For 
example, the orientation of the “rising” middle class school (and its control) 
was more toward achievement and middle-class values. In contrast, the prin- 
cipal of the less affluent Negro school spent more of his time on matters of 
subsistence, such as money for lunch and clothing, and dealing with the 
social pathology found in schools where there is a high degree of family 
breakup, working mothers, and low incomes. For this latter school a control 
was easily located. A Mexican-American school was included (plus its con- 
trol). Primarily staffed by Anglo teachers, the reading level of most of the 
students is retarded, and attendance at PTA meetings is poor. The predomi- 
nantly Mexican-American student population is handicapped by having to 
learn English as a second language, by the low income of their parents, and 
by an unfortunately high degree of alienation of both the children and their 
parents from the school. A lower-class school and its control were in a mixed 
area composed of roughly 50% Mexican-Americans and 50% Anglos with a 
small sprinkling of Negroes. The two other schools, bringing the total to six, 
were selected as representing a typical middle-class, somewhat suburban 
school, and a lower-class, largely white Anglo student population. 

Despite the need for repeated administration of some of the test instru- 
ments, the general level of cooperation was excellent. We were especially 
fortunate in having been able to capitalize on previous good relationships 
with the two school systems involved. The Northeast School District and 
the Austin School District both cooperated at a level and extent that was 
exemplary.- It would be an act of denial to report that “bursts of static” did 
not arise during the course of the program. These were most prevalent when 
retesting times came around C^pring, 1965; Fall, 1965; Spring, 1966). These 
bursts were not widespread; they usually originated from one or two schools, 
experimental or control. What sparked the reactions is not entirely clear. 
With regard to the experimental schools one clear factor emerged-the better 
the relationship between consultant and principal, the less the static and the 
more prompt the completion of the test instruments. We also found that the 
control schools could not be ignored. The principals and teachers had to be 
contacted carefully before each readministration and their cooperation so- 
licited.^ 

- Our appreciation is extended to Dr. Virgil Blossom, Superintendent of the North- 
east School District, and to Dr. Irby Carruth, Superintendent of the Austin School 

District, in this regard. , , , • j c 

•*The untimely death of Dr. Blossom was indeed a loss to progressive and fore- 

sighted education throughout the country. His successor, Mr. Joseph VV^s, has con- 
tinued to provide the Northeast School District with leadership of the highest quality. 
His cooperation with the program has insured its success. Dr. Carruth of the Aushn 
Independent School District is entirely supportive and has aided materially in the 
smoothness of data gathering in his school system. 
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TRAINING THE CHILD BEHAVIOR CONSULTANTS 

The provision of mental health consultation to public schools is in 
itself no novelty. There is a reasonably long history of social workers, psy- 
chiatrists, and psychologists working more or less collaboratively with public 
schools. Their roles and functions have varied, depending on the situation. 

In some cases the equivalent of child guidance clinics have been set up 
within school systems. In others, psychiatric or psychological consultation 
about individual children or problems has been available to teachers. The type 
of consultation has varied from “Expert Advice, Casefinding,” to an approach 
somewhat similar to what we have employed. 

In setting up the present project there was understandable concern about 
who was to do the mental health consultation and where we were to nd 
sufficiently trained personnel. In the conceptual scheme, consultation was 
viewed as the “input” designed to effect changes that would be reasonable. 
The adequacy of the “input” was therefore of vital concern. The answers 
were soon forthcoming. In the geographical area encompassed by the project 
(indeed in the whole Southwest) there were few if any persons t^ine^n 
what is essentially a Caplanian orientation to mental health corisultation. TJe 
few persons who had this orientation were, of course, not available for what 
amounted to token payment for one afternoon a week’s work, including com- 
pletion of lengthy forms at the end of each consultation day. Of necessity, 
then, graduate students in Educational Psychology and Psychology were 
selected to be trained as consultants. Most of these were enrolled in the 
School Psychology Training Program in the Department of Educational Psy- 
chology. All were Ph.D. candidates. The term “Child Behavior Consultant 
was chosen in preference to “Mental Health Consultant.” There were severa 
reasons for this, including some negative connotations in regard to mental 
health on the part of some schools and communities and the thoroughly 
legitimate claim that the consultant would be dealing with child behavior. 
(Cenerally this turned out to be true, although the consultant-trainees, when 
they eventually started work, were quite amazed at the number of adult 

behavior problems with which they had to deal.) 

How does a project go about training sufficient personnel to service 
fourteen schools on a half-a-day-a-week basis? In the Spring of 1964, a seminar 
on Mental Health Consultation was set up on a two- to three-hour per week 
basis. Reference works in consultation were assigned reading, and the first 
author assumed major responsibility for the seminar. Most of the students 
had, by this time in their training, received some theoretical background and 
practical experience in counseling or psychotherapy. A fundamental reorienta- 
tion had to be effected in the students’ view of being helpful. Their previous 
training, and indeed, the training of most psychologists, was more in line 
with the medical model involving one-to-one work with the client. In the 
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orientation employed in their new type of training someone was interposed 
between the child and the consultant, namely the consultee, it school 
teacher or principal or some other person in contact with the child. 

In all types of training there is some faith on the part of the trainee 
that what he is being taught has value, that it really “works.’’ This was not 
easy to accomplish with CSiild Behavior Consultant trainees. It was not that 
they were particularly resistant, but rather that this was a new e^tience tor 
them Heavy emphasis on the theory of crisis and techniques of crisis inter- 
vention helped make the conversion easier. All students wem required to 
read in the area of the crisis concept, using sources such as Caplan CI»5. 
1%1), Miller and Iscoe (1963), Gildea (1959), and Bindman H^lpern, 
Isaksen, Klein, Rosenblum, and Wolf (1%4). There was considerable and 
understandable debate about whether crisis intervention was really anything 
more than superficial treatment. Gradually the students acquired the view- 
point that if a person could be helped in a crisis and could learn to cope with 
it more effectively, he would at least have one more arrow in his quiver. 

There was considerable speculation on the part of the trainees as to what 
teachers would want to consult about. Numerous verbatim reports of con- 
sultation sessions were presented, all with the orientation that the consu tee, 
in asking for the consultation at this particular time, was facing some sort 
of crisis. For example, why should an experienced teacher ask for a consulta- 
tion on the status of a child’s intelligence? The problem was not whether the 
teacher could accurately assess the child’s potential (there were after all, 
achievement tests and psychometric services available), but more 
tally how could this particular teacher tell the mother, who was the F I A 
president, that the child was retarded, and not simply a slow learner? Why 
should a new teacher ask for the consultant’s help in disciplining a third 
grader? Was it because she didn’t know how to impose discipline, or was the 
problem, more fundamentally, that as a new teacher, she was worried about 
being backed up by her principal in a situation where, with justification, she 
set firm limits for the child? Why should an experienced teaa.cr constantly 
mention “His mother was in a mental hospital” in speaking to a consultant 
Did she see signs of mental illness in the child’s descriptive classroom 

behavior, or was there some other underlying factor? 

Another area that caused considerable concern to the students was how 
to impart to the teachers the fact that the Child Behavior Consultant would 
not see the child and would only “see” behavior through the eyes of the 
teacher. This role reflects a radical departure from what is learned in tradi- 
tional training. The questions most frequently asked by the trainees were 
“How can I tell the teacher anything about the child if I don t see him? and 
“How can the teacher have any confidence in what I say if she keeps insisting 
that I should see the child for myself?” These were viewed as entirely reason- 
able questions, but also as questions that were indicative of the mounting 
anxiety of the trainees about their new role. It was pointed out that implicit 
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in the con.jultant-consultee relationship is the faith of the consultant that 
what the teacher is telling him is the teacher’s perception of the situation, and 
that all that he, the trainee, need be concerned with is this perception. 

When the trainees finally started work in the Fall of 1964, the great 
majority of them reported attempts on the part of the teachers to get them 
to see a particular child. To their surprise the great majority of teachers 
never refused to use the consultant’s service because “he did not see the child 
himself.’’ To come to accept this view was part of the in-service education of 
the teachers. It carried within it ;he, implicit assumption that the teacher would 
take primary responsibility (or dealing with the child, with the consultant 
taking on a resource function. 

There is, oftentimes, a large and unbridged gap between theory and 
practice. Despite a semester’s intensive training and a few “dry runs, the 
trainees approached their initial assignments to the fourteen experimental 
schools with much trepidation. Added to this was the further stress of having 
student status, having to prepare for qualifying exams, to write dissertation 
proposals, and to meet other academic demands. Moreover, there was the 
necessity of each consultant filling out his Consultant Report Form. This 
form had to go through several revisions and encountered the usual resistance 
inherent i »7 a “research plus service’’ function. 

In order to reduce anxiety, the trainees were permitted virtually twenty- 
four hours access to their supervisor, and most of them utilized this privilege 
rather heavily during the first two or three afternoons that they worked. The 
first full group discussion session after the first week of consultation was not 
a happy one for most of the trainees. Some were resentful that they had not 
been received with open arms. Others were astounded that, in spite of 
extensive preparation on the part of the project directors with the teachers and 
principals, some principals and many teachers asked them “What are you here 
for?’’ or otherwise incorrectly interpreted their functions. One or two were 
left cooling their heels in the teachers’ lounge or in the principal’s office. 
All of them had been warned that each school would manipulate them 
according to its needs.'* Despite these warnings, manipulation was interpreted 
as rejection. 

One trainee, a female, felt so rejected that she vented profuse hostility 
on the principal and one of the teachers. It was difficult to convince trainees 
that it might be important "to be manipulated” and that, at the appropriate 
time, the trainee could control this manipulation. Another trainee consultant, 
fortunately a mature one, found himself attending a rather stormy meeting in 
the principal’s office, facing two irate parents with the principal introducing 
him as a psychologist who “we have called in in order to help us with 
Jimmy.” Students gradually learned that manipulation by principals or teach- 
ers is an integral aspect of the consultation process and, indeed, is something 

Gratitude is expressed to Gerald Caplan and Miss Charlotte Owens for pointing 
out the dynamics of being manipulated. 
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which could, ultimately, have beneficial consequences. It was not easy to 
have the students accept the dictum that, eventually, he who is manip 
becomes vital to the manipulator and thus acquires more control over the 

In the process of learning about psychotherapy a student acquires rein- 
forcement somewhere along the line. An interpretation is made, the patient 
has some insight, and the therapist is delighted. Positive ^ 

not take place immediately for the Child Behavior &nsultants_ Special pa ns 
were therefore taken to make predictions about what would hap^n in the 
various cases presented for group discussion, in hopes that this might increase 
feedback and gratification for the trainees. For example, in one case wh«e 
the teacher was quite obviously using the consultant in order to “ 

displeasure with the principal, a prediction was 'hat in ^ 

the teacher would actually focus on the problem of the child. This predicaon 

was made on the basis of what the consultant had P“‘ >'"« '",TJi7i’ 
especially his remark that “sometimes it must be very dilficult 
vaL teachers not to receive the support they fee they de^e. /bothe 
prediction was made that the consultant-trainee would be left to cool his heels 
in that particular school for the next session, and several after t at, un i some 
real crisis arose in the school. True to the prediction after some prolong^ 
heel-cooling sessions during which the consultant enhance is posi V 
having lunch with teachers and talking to them informally m the lounge, the 
Sdpal greeted him at the door and said, “We have all been waiting for 
■ you We have a serious problem of a child who is a sex maniac; you 
to do something.” This change of atritude came from a prmcipal who had 
earlier announced that there were no problems m his school. 

The locus of occurrence and time allocated for TOnsutations “ 
considerable shock for the fledgling consultant-trainees On the basis of prior 
clinical experience, they were accustomed to isolated one-to-one situations 
usually of L hour duration. Here they had to learn to talk to 'eaters in the 
hall or in a lounge, as well as in the privacy of a separate room. T m mg 
one's feet is not taught in graduate schools. The trainees at first comp aine 
Zut having to conduct a Lsultation while walking to class with a teacher 
or standing! the hall. They soon became more proficient and 
mous in deciding that consultation required more alertness and quick th g 

than did psychotherapy. - , 

After Ae first half-dozen meetings with various teaches, most of the 

consultants were able to strengthen their relationships with the ^rticular 
schools in which they worked. Each consultant went about f ^ 

own way, aided by discussion with supervisors. Some had lunch with tra 
m the ^feteria; others made it a point to begin their consultation day by 
visiting with the principal. Still others established allies among the teachets. 
topLce increased rather rapidly in most sch^k The weekly su^n 
Sion meeting was still being supplemented by individual sessions involving 
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trainees and supervisors. At this point it became obvious that there were im- 
portant, and sometimes handicapping, blind spots in some of the trainees. 
Intensive effort was therefore exerted to loosen them up. For example, one 
trainee definitely disliked the school secretary, and their relationship reached 
the point where she was doing her best to sabotage his work. Another, a 
female, was unconsciously “dumping” most referrals by indicating to the 
teacher that “nothing much could be done about the case. Despite these 
pitfalls and despite some obvious errors on the part of some of the trainees 
(and their supervisor), by the Spring of 1965 trainees began to reach their 
full stride as consultants. Each worked according to his own style of operation. 

It also became apparent that each school had its own personality, exemplified 
most clearly by the behavior of the principal. 

The Fall of 1965 marked the second year of providing child behavior 
consultation to the experimental schools. During the Spring of 1965 some 
new trainees were taken on (again from the same sources) in order to replace 
four of the consultants scheduled for graduation. Training of the new people 
was easier because of the experience gained with the first group and, more 
importantly, because of the support and informal instruction that experienced 
trainees could provide. Therefore, we approached the Fall of 1965 with a 
more seasoned group of consultants and with better trained novices, l^or one 
thing it was possible to present each trainee with a Handbook for Child 
Behavior Consultants. This contained some of the materials used in the 
training sessions 1964-1965, as well as some new materials. Further, we had 
begun to know our schools and could offer more direct guidance for avoiaing 
pitfalls. Also, we had survived the year; the school system was used to us, 
and sufficient positive feeling had been generated in most of the recipients of 
consultation so that the consultants’ entree was easier. 

In addition to the research report forms filled out by each consultant, 
they were, in the final year, required to write a fairly detailed description of 
the school with which they consulted. This involved such matters as. How 
does this school go about solving certain problems^ How does the principal 
relate to the teachers^ How does the school relate to the central administra- 
tion> How much do parents control the decisions made by the schooD Infor- 
mation derived from consultant responses to these and other questions are 
presently being analyzed. 



INSTRUMENTS 

A detailed description of the construction, rationale, validation, and 
factor analytic composition of all the instruments must of necessity await the 
final write-up of the project. The March, 1965, and 1966 reports to the Inter- 
professional Research Commission go into further detail (Pierce-Jones, Fried- 
man, & Iscoe, 1964; Pierce-Jones, 1965; Pierce Jones, Iscoe, & Friedman, 
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1966). In this chapter, we will limit ourselves to a brief description of the 

main instruments employed. • j . 

1. Dimensions of Teachers Opinions (DOTO) Form 12c. Designed to 

measure teachers’ orientation to child behavior, this 110-item scale was devised 
by comparing the responses of a large sample of elementary schwl teachers 
to those of 150 Fellows of the APA Division of Clinical, Counseling, School 
and Developmental Psychology. Factor analytic studies have been encourag- 
ing and have provided good evidence that the scale measures factors such as 
Need to Understand Behavior and Encourage Competence, and Concern for 
the Child’s Emotional Well-Being. Examples of specific items (on a five point 
agree-disagree continuum) follow. 

a. Hostility toward classmates may be a symptom of the child’s hos- 
tility toward the teacher. u • u u 

b. The slow learner achieves more when assigned only tasks which he 

can easily perform. 

2. Autobiographical Data (Form 20a). This device covers the full range 
of the teachers’ life history and present situation. It is objectively scoreable 
for all of its 77 items. So far some promising factors have emerged that would 
seem of relevance to the use, misuse, or nonuse of the consultation service. 
For example. Factor Vll-Committment to teaching-and Factor X-Auton- 

omy within family. . 

3. Need for Assistance Scale (Form 19a). This contains 50 items and is 

designed to identify the classes of problems which school personnel need help 
in managing, plus the strength of such needs. The respondent is asked to 
indicate on a five-point scale the extent to which he or she would seek 
assistance for the behavior described. The range extends from “would seek 
assistance every time' to “would never seek assistance.’ Examples of items 

follow. 

a. A third-grade boy has come to class extremely upset several times, 
and you have heard that his home life is extremely disruptive. 

b. The whole class left the room when the bell rang, but before you 

dismissed them. c u i 

c. A little girl uses some swear words out loud in front of the class. 

4. Behavior Classification Checklist (Form llBl). This 92-item scale 
is designed to determine what a child does in the classroom and how much it 
irritates the teacher. Examples of some of the items follow. 

a. Cheats on tests. 

b. Spells poorly. 

c. Says “Everybody picks on me.” 

d. Asks to do assignment differently than given. 

Besides eventually providing some sort of hierarchy of problems for 
which teachers need assistance, there is the possibility of Ixjing able to sort 
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clusters of behavior and to relate these to the problems teachers bring up in 
consultation as well as to variables obtained from the other instruments. 

5. Consultant Report Form (CRF). In the planning phase of the project 
(October, 1963-September, 1964) much attention was paid to how each con- 
sultant would report his contact with his consultee. The possibility of using 
narrative reports was considered. The decision to construct and utilize an 
objective reporting device was not an easy one to make, and certainly the 
form itself was not easy to construct. No doubt some of the poignant aspects 
of the consultant-consultee interactions were lost to us by deciding to use an 
objective rather than a narrative approach. However, the benefits, in our 
opinion, outweighed the liabilities. The need for a standardized method of 
data-gathering was dictated by the realization of the large number of inter- 
views that would be scheduled and fed into a computer. Additionally, the 
reliability of raters had to be ascertained. The construction and availability 
of an objective reporting form allowed the investigators to determine how 
much agreement there was between two or more consultants judging the 
same interview with the consultee. 

During the course of the two-year project arrangements were made for a 
floating consultant to accompany a regular consultant on his visits and to 
compare ratings. To be sure, the Consultant Reporting Form forced focusing 
on selected aspects of the consultation process with the possible loss of other 
aspects that would have been picked up by other means. All considered, how- 
ever, the objectivity and susceptibility to quantification supports the use of a 
report form such as we have employed. Subsequent practice and actual use 
have brought about even better agreement. Since the CRF was the main 
instrument linking child-consultee and consultant, its full completion by the 
consultant was vital and necessitated the consultant’s making sure that the 
child’s name was spelled correctly, that the teacher and school were conectly 
identified, and that other pertinent data were recorded on the form. In subse- 
quent consultations about the same case it was not necessary to gather all the 
data again. Only the child’s and teacher’s names were necessary. The form 
could therefore be completed more rapidly for second and succeeding inter- 
views. 

The seven-page CRF may be broken down into a number of sections: 

a. Coordinates: Here are listed the client code (supplied by research 
section), the status of the consultee— i.e., teacher, principal, nurse, etc.— and 
other pertinent variables. 

b. Client Demography: The usual demographic information including 
treatment status, Ll addition to the specific question: Is this child a problem 
to teachers as well? (1) No. (2) One other teacher. (3) Several others. 
(4) Problem to all. It is obvious that we were concerned here with the 
breadth of impact of a child’s problem on the school. 

c. Characteristics of the Interview: Here we included location of inter- 
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view, such as hall, office, lounge; length of interview; type of consultation 
(composition); etc. 

d. CBC— Consultee Interaction: 

(1) Attitude toward CBC-Defensiveness 
Low 123456789 High 

(2) Emotional state of consultee 

Unemotional 123456789 Emotional 

(3) Introduces personal material 

Minimum 123456789 Maximum 

e. Origins and Approach to Case: Here we included source refenal, 
as well as reason for referral at the present time. 

f. Consultee-Client Relationship: Here the consultant completed 12 
items intended to characterize this relationship. For example, 

Consultee attitude toward client 

Rejecting 123456789 Receptive 

g. CBC Consultee Assessment: In many ways this section is the most 
important in the entire form. It calls for the judgment of the consultant about 
what is the real problem facing the teacher and for judgments regarding the 
appropriateness of the concern expressed by the teacher and the reality of the 
degree of responsibility which she is assuming for this particular situation. 
Finally, out of some 100 themes, the consultant had to select main and sec- 
ondary ones most likely to characterize the difficulty accurately. An example 
would be: Teacher asking for support of consultant to carry out a decision 
already arrived at. Role threat to consultee by other teachers, principal, jani- 
tor, etc. Teacher is saying ‘Tm not sure what this behavior means— please 
help me understand and resolve my own uncertainties.” 

h. Way of Handling Case: How the consultant handled the problem. 
What did he say7 Here, too, some 100 messages designed to deal with the 
theme were possible. The consultant did not use a message verbatim, but was 
required to list the one that best approximated his action. He also had to 
state his degree of confidence that an appointment would be kept by the 
consultee, if one were made. To do so accurately presumed that an assessment 
of the established relationship had been made. 

In addition to the five instruments described above, a number of other 
instruments were utilized regularly. They were What is an Ideal Pupil 
(Torrance, 1964); The Child Attitude Survey administered at the beginning 
of the study and at the end of the academic year; Assessment of Consultation 
Service given to personnel at end of each year; and School and Community 
Survey administered at beginning and end of academic year. The Torrance 
Scale was included in order to compare the responses of the teachers in the 
present investigation to responses by teachers in other geographical areas and 
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to determine whether there is any relationship between this test instrument 
and The Dimension of Teacher Opinions Scale and The Need for Assistance 
Scale. The Child Attitude Survey was used to survey attitudes of teachers in 
regard to aspects of child behavior and to determine whether these attitudes 
were in any way related to educational and background factors on the part 
of teachers and the use of consultation service. The Assessment of the Con- 
sultation Service was a questionnaire given to teachers in both experimental 
and control schools in order to determine how much they knew about the 
consultation service and how much they thought it had been used. In addi- 
tion, it was used to determine how using or not using the consultation service 
affected the use of other special services provided by the schools such as 
visiting teachers, elementary school counselors, curriculum supervisors, and 
the like. The School and Community Survey was included in order to deter- 
mine the teacher’s perception of the interaction between her school and the 
community. 

SOME QUESTIONS ASKED 

The provision of mental health consultation for a two-year period is, 
in part, designed to produce certain changes in the behavior of the recipi- 
ents. Moreover, it provides an opportunity for gathering data relevant to the 
consultation process itself. In broad scope there is a belief that the changes as 
measured by the various instruments will reflect movement of the respondents 
in the direction of increased competence and sophistication in the handling 
and understanding of the myriad of problems presented by elementary school 
children. 

Even if no significant changes in the predicted direction were to occur 
on the project evaluation instruments, significant information could be ob- 
tained about various aspects and variables of consultation. If consultation is 
to be a viable mental health technique, then extensive study is called for. 
The following will give the reader some feel for the types of questions which 
are susceptible to research inquiry within the framework of the program that 
has been described. 

1. What kind of children (i.e., sex, age, grade, family size, and type of 
problem) are the subject of consultation? What kinds of relationships exist 
among these variables? 

2. Arc there differences between the schools in number, type, and sever- 
ity of problems and in use of consultation services? 

3. Do different schools evaluate the consultation service differently? 

4. Do experienced teachers utilize the service more or less frequently 
than inexperienced ones? 

5. Do schools with predominantly Negro or Mexican-American students 
make differential use of the service? Do teachers in these schools bring up 
different problems than those in predominantly white schools? 
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6. What kinds of problems concern teachers the most? How are these 
problems related to various factors in the teacher’s background, training, and 

7. Does frequency of use of the consultant mean increased coping on the 
part of the teacher? Does she bring up different problems over a period of 

time^ Does she persist with the same ones? 

8 What are the characteristics of users of consultation services versus 

nonusets when such services are available? In comparable schools wh«e 
consultation services are not available teachers who have pro ems ' 

dren make differential use of other resources provided by the schwl syste . 
How do the nonusets of available consultation service compare m this respect? 
Do they make use of other services, or do they not make use of any resources. 

9. How is child behavior consultation perceived by school personnel, 

relative to other services? , 

10. Where does consultation of the type provided fail to meet the needs 

of the school? What suggestions are there for improvement? ^ 

These are only some of the questions possible. Answers can b. obt^r^i.-. 
by examination of the data system set up at the beginning of the project c - 

added to as the research progressed. . . 1 . 1 • 

The richness of the data plus the magnitude of the statisdcal task is 

amply reflected in the fact that in the fourteen experimental schools (as 0 
1964) there were 380 certified personnel to whom consultation was available. 
In addition to this, there were 389 personnel in the comparison schools who 
did not actually have the service available but whose responses to various 
scales and interviews are included in the data. 



SOME PRELIMINARY FINDINGS 

In a project which is both prolonged and involved and which still 
has a year to go there is an understandable reluctance to state any findings 
without the usual precautions about their being tentative, speculative, an 
subject to change. Some results have been given in the annual progress repor 
to the Interprofessional Research Commission on Pupil i ersonnel Services 
(Pierce-Jones, 1965; Pierce-Jones et al., 1966). In the following pages, some 
salient preliminary findings known to us at the present time are summarized. 



Equivalence of Personnel in Demonstration and 
Comparison Schools 



Results indicate that either through careful matching of schools, luck, 
or random distribution of teachers, there were no significant differences when 
the program began between teachers in the demonstrate wrsus conttol 
schools L the Dimension of Teacher Opinion Scale (DOTO), nor on the 
Behavior Classification Checklist. This is comforting in that it makes possible 
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a reUtively clean test of the effects of the consultation program on the various 
tactors constituting these measures of teachers. 



Extent of Use of CBCs 

nf .u February, 1965, some 600 consultations had been conducted. 

Ut the 377 persons in the demonstration schools who were potential con- 
sultees, some 41% had actually used the CBC one or more tim^ There was 
some differential use by the school districts. Northeast School District in San 
^ potential consultees using the service compared to 
36.6% in Austin. Whether this difference will continue remains to he seen. 

may reflect our somewhat reinforced belief that certain minority group 
schools do not use CB^ the same way as other schools, both in frequency or 
type of consultation. Although the schools with predominantly Mexican- 

terchere" Anglo-American principals and 

The all-Negro school, by virtue of years of segregation, may have built 
up more resistance to accepting and using outside help than have schools with 
predominantly white Anglo or Mexican-American populations. While it is 
understandably too early to be definitive, the impression gained from the con- 
sultants assigned to these schools suggests more reserve on thr part of the 
teachers and principal and more difficulty in gaining acceptance. This, of 
course, is a two-way street. It may well be that the consultants were not as 
comfortable in these schools. Furthermore, it takes a certain amount of secu- 
rity on the part of a school to refer problems to a consultant, and therefore onlv 
ceruin types of problems may be brought to the attention of the consultant. 

1 his limitation could well contribute to reductions in the frequency of use 
of the consultants. In the final analysis of data it will be possible to check 
carefully on some of these suggested variables and also to determine whether 

such tactors as male versus female consultant affected frequency of use and 
type of referral. ^ 



Characteristics of Children Consulted About 
Sex 

Not surprising is the finding that roughly 70% of the children con- 
sulted about were boys. Fifty-four per cent of these boys had been subjects for 
consultation four or more times, while about 44% of the girls 
frequency. ° 



Age and Grade 

Appoximately 56% of the children included in the total 
have been about nine years old or younger. While about 55% of the 



had this 



program 

children 
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in the overall program have been in grades one through three, only 47% of 
those consulted about have been in these primary grades. 



Degree of Pathology 

About 34% of the children for whom there has been consultation 
have been judged by the CBCs to have moderate to severe handicaps. A scale 
developed by Bower (1959) contained in the CRF has been utilized as the 
basis for this judgment. The Bower Scale asks that children be rated on a 
7-point continuum ranging from markedly disturbed psychotic children to 
those with normal problems of everyday living. Roughly two-thirds of the 
children consulted about have had only minor handicaps (1-3 on Bower 
Scale as we have used it). This finding may reflect a strong need for primary 

preventive work. 

What Problems Are Presented? 

A rough categorization of problems presented to the consultants indi- 
cates that 14% had to do with parent-child relations and other aspects of the 
home situation. Forty-five per cent can be classified as centered around con- 
cern about the child’s emotional state, school motivation, or ability to learn. 
Fifteen per cent focus on the teacher’s own professional uncertainty, whik 
some 14% deal with the consultee’s personal concern and anxieties. About 7% 
have to do with various kinds of role conflicts and interpersonal relationships. 

If personal concern and anxieties plus role conflicts are indications of a 
less than smoothly functioning consultee, then roughly one in five of our 
consultees was asking for some form of help in the interpersonal areas. This 
may have some implication for understanding mental health problems of 
teachers as these may alfect children. The addition of the 15% who expressed 
professional uncertainty produces roughly a third of the consultees who 
needed assistance in areas that could be closely related to their own adjust- 
ment. This figure, of course, may be inflated and will be compared to later 
data, including some breakdown into experienced versus relatively inexperi- 
enced consultants and their judgments. 



Autobiographical Differences 

An analysis of data on 119 teacher-consultees who used the CBCs 
at least once compared to those not using the CBCs’ services available to them 
suggests that comparatively younger, less professionally experienced teachers 
from somewhat larger families tend to use consultation services with signifi- 
cantly greater frequency than their contrasting counterparts. They also tend 
to report poorer personal academic records than do nonconsultee teachers. 
There is, therefore, the suspicion, which must await further data for con- 
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firmation, that those teachers who use consulting services may be differenti- 
ated by a network of factors which make utilization of such service more 
attractive to them than to nonusers. It will be interesting to compare length 
of stay in the profession of the users of consultation as compared to nonusers. 

There are a variety of other findings which are encouraging and which 
seem to indicate that the CBC service has an impact on the school and, 
indeed, the system. 

Several of the principals took it upon themselves to write and express 
their appreciation for the help provided by the consultants. As an example of 
the wide range of involvement of consultants, one of these letters was written 
by a new principal who had the unenviable task of stepping into a school in 
midyear after the regular principal had been incapacitated. The consultant 
spent many hours with the new principal, calming his anxieties and acting 
as a valuable mental health resource. This was a prime example of the 
application of crisis principles. Although the consultant knew nothing about 
administrative procedures of the school, his support of the principal, in terms 
of helping him to recognize that the apparent resentment of the teachers and 
secretary might actually be a feeling of loyalty to the departed principal, 
eventually allowed for an effective transition. The principal was not hesitant 
in expressing his gratitude, claiming that “the consultant had made an ex- 
tremely important contribution to the entire school.” Rather significantly, 
during the month of crisis the graduate student-consultant was not fully 
aware of the immensity of the impact he was having. In a similar vein, many 
consultants have been startled by the expressions of gratitude on the part of 
teachers and principals. Not all of these expressions clearly define what the 
consultant did; they are rather confined to such statements as “he helped me 
so much,” or “he told me just what to do and it worked out so well.” With 
direct advice virtually taboo, it seems only reasonable that a subtle type of 
communication was working (as had been planned) which allowed the 
teacher to exercise her best judgment after the consultant had helped in 
clarifying the wiUation. 

SOME IMPLICATIONS FOR THE FUTURE 

The provision of mental health consultation services may be viewed 
as a type of “input.” In the present project such services have some uniqueness 
in that they were provided, in the main, by graduate students on half-a-day 
basis per week, per school. They were one type among a variety of pupil per- 
sonnel services provided by the schools. It is our belief that they did not 
conflict with, but rather complemented, ether existing services. How well the 
purposes of the program have been accomplished remains to be seen in the 
final evaluation of our research data, which should be available in the fore- 
seeable future. There is promise of some significant changes as measured by 
the various instruments we have described. Nonetheless, the practical minded 



SOME STRATEGIES IN MENTAL HEALTH CONSULTATION 327 

psychologist and administrator may legitimately ask for further proof of the 

Suppose that out hoped-for changes occur at a highly significant level. 
Assume'^that child behavior consultation indeed makes teachers niote tder- 
ant, mote supportive, better able to use resources better able to 
tively with types of behavior which they previously were unable » handle. 
Sup^, further, that interesting and cogent relationships me found between 
certain variables and the productive use of consultants. T^ese data wi 
valuable per se; moreover it is highly probable that certain styles wiU be 
found in the use of consultants by schools and by individual teachers. 

From the point of view of developing a competent institution, how well 
and how much of continued use of child behavior consultation wiU be 
encouraged by the schools? Recall, if you will, that the Kh«ls were receiving 
this service without the expenditure of funds. True, in both the ex^nmental 
and control schools they contributed their personnel and required them to 
fill out rather lengthy questionnaires and forms. However, schwls are always 
in a better position to contribute services rather than money. In terns ot the 
future, how willing would the schools be to pay the salaries o i e- 
havior Consultants (or variants thereoO on a full or pait-time teis? If the 
efficacy of child behavior consultation is demonstrated, how willing would 
school systems be to assist in the reorientation of some of the present pupil 
personnel to the consultant’s role? For example, could high schoo counselors 
be trained to function as consultants as well as counselors? Could retrained 
counselors and other personnel directly involved in special services maintain 
role clarity to the extent of encouraging teachers and the school P" 

problems rather than moving in and taking over in the role of ex[«tts? Mam- 
tamine the consultant rob in the face of increasing demands for direct service 
to children is understandably difficult, yet necessary, if this particular form 
of consultation is to achieve its goal. To those familiar with the interna 
organizations of school systems and the inevitable power struggles t at exis 
in schools, as in other institutions, these questions are certainly germane. 
They point, in the long tun, to the need for a reappraisal of most pupil per- 
sonnel services and a possible reorientation. It is not that finding 
from our project are likely to be revolutiona^; but we are «*e”onfi“n 
that they will indicate that the type of results obtained via child khavio 
consultadon does bring about significant change in the attitude and behavior 

of teachers and other personnel. _ 

There are no clear answers to the questions we have raised. There are, 

however, some encouraging signs. The su^rmtendent of one o t e re M 
systems involved has raised the question of who will replace the consultants 
and has inquired about some sort of arrangements for 

tary school counselors who have come in contact with the Child fehaviot 
Consultants have generally been pleased with ffie assistance tey av^- 
ceived and have profited from being oriented to this new role. This has been 
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especially true for the recently appointed elementary school counselors sup 
ported by federal funds in schools catering to lower socioeconomic groups. 

Since our research project is now completed, we do not have plans at 
present for the continuation of consultation services. There will, however, be 
systematic follow-up of teachers and pupils. This, alone, will not be sufficient 
to answer the main question, which, in its barest terms, boils down to the 
following: Assuming demonstration of the efficacy of this type of activity on 
a research basis, can it be translated into continuous support by the school 
system and the community^ The matter is even more complicated by the fact 
that even if one or both of the school systems involved should be able to 
move toward budgetary support of a child behavior consultation program, it 
would probably not be possible at the present time to find the needed con- 
sultants. 

Other questions, of course, arise. Would consultants be as well accepted 
and function as effectively if they were part of the central office of a given 
school district rather than outsiders who came in one afternoon a week^ One 
advantage of using outsiders is that they are not enmeshed in the power 
structure of the administration. A teacher or a principal may, oftentimes, feci 
easier talking to an outsider than to someone linked to the adii mistration. 
However, if a school system took the outsider route, what agencies in the 
community would be available to service the consultation needs of the school 
system^ 

These are logistical questions which have implications for community 
mental health. Analysis of the problems noted seems to point to the need, in 
urban areas, for closer relationships between child guidance centers, social 
agencies, and schools. It would imply that new patterns in the delivery of 
mental health services have to emerge, and it also carries with it an implica- 
tion of the need for training a mental health consultant who may not be a 
Ph.D. Such a possibility is exciting in the sense of having within it the 
potential for providing an effective mental health resource via a mature 
housewife or a retired businessman. Properly trained, these persons might be 
able to perform effectively in a mental health-relevant situation. In this con- 
text it should be emphasized that one of the central aspects of the mental 
health consultation carried out in our program was that our consultants (and 
this was repeatedly underscored in their training) were not afraid to admit 
that they were puzzled by the problem or that they “didn’t know,” always 
adding that they would try to be of help anyway. 

Since many of our Child Behavior Consultants are continuing their 
training in the area of School Psychology, it is our hope that, based on their 
experience, they will not be caught in the traditional activities of school 
psychologists. With mental health consultation in their armamentarium of 
skills, they should be able to devote an appreciable portion of their time to 
consultation with teachers. They should also be in a particularly favored posi- 
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tion to conduct in-service training programs with elementary school counse ors, 

to, the elementary schools, the imp ic -^^6 role of the high 

personnel, ambiguous and varies from system to 

school counselor, at least in lex , . ° • c high school coun- 

, 1 ,1 TRiith the emergent problems of mental health much 

In a book concerned with the emergen p 

excitement is generated; yet reason die a changed. It is our 

understanding of the fact that socia impact of child behavior 

hope that a modest A ,he growing belie? that pupil per- 

sonnel services can foster significant j j ,^ 0 ^ effective 

and that care-givers such as teachers can, indeed, be made m 

c«o*._or>Uolrkn mpntal health resources. 
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OF EMOTIONAL DISTURBANCE IN 
A PUBLIC SCHOOL 

Melvin Zax and Emory L. Cowen 

University of Rochester 



Introduction 

The program to be described has its roots in an earlier Project, 
reported in some detail in several recent publications (Cowen Izzo Miles, 
Tdscbow. Trost, & Zax, 1963; Cowen, Zax, Izzo, & Trost, 1966a). In those 
reports some space was taken to justify a search for new approaches to prob- 
lems of mental health in the light of society's growing awareness that emo- 
tional problems develop at a rate which far outstrips our ^pacity to tram 
professionals to cope with them by traditional methods. The school w^ 
Elected as an excellent focus for preventive efforts because so much of the 
young child's learning and socialization take place there and because impor- 
tant identification models are found there. Certainly the same and more might 
be said for the home; but for many practical considerations, such as ge(h 
graphical concentration, the availability of captive audiences, the likelihood 
of securing cooperation in experimental programs and assessment procedures, 
and the readiness for research that may have been engendered by ongoing 
contacts with mental health workers, children in the early school grades were 

selected as the target group for our efforts. ^-r v i 

This earlier program conducted at School #33 in Rochester, New York, 
under the auspices of a research grant from the Division of Community Serv- 
ices of the New York State Department of Mental Hygiene attempted to dea 
with parents and teachers as well as children. The aspect of the origina 
project directed toward the children involved both comprehensive evaluation 
of youngsters based on psychological testing, social work interviews with 
parents, and observation of behavior, not unlike that to be described below tor 
the current project, and after-school activity groups. It was hoped that any 
beneficial effects of programs for parents and teachers would be at least ot 

indirect benefit to the children. 




331 



332 



NEfV APPROACHES IN THE SCHOOLS 

The program for teachers had both a formal and a semifprmal aspect. It 
included a series of five seminar-type meetings for primary-grade teachers, the 
topics of which were selected by the teachers themselves. These were organ- 
ized and conducted by a school psychologist and a school social worker vvith 
full-time assignment to the school as a Mental Health Clinical Services 
(MHCS) team. In addition, six other meetings, led either by the MHCS 
team members or community specialists, were held for the entire^ acu ty o 
the school. These meetings dealt with the following topics: the soci(^conomic 
structure of their own school district, problems resulting from differing stana- 
ards in the school and the community, the classroom application of mental 
hygiene principles, the effects of emotional deprivation, and mental health 
for teachers. In a less formal aspect of the program primary-grade teachers 
met aperiodically with MHCS team members as well as with a consulting 
psychiatrist to discuss individual problems and to exchange helpful informa- 
tion. Such meetings, in fact, took place quite frequently; and it was estimated 
that by the end of the school year, about one-third of the first-grade children 
had been brought up for consideration and discussion. 

Parents of the primary-grade children in this experimental school were 
invited to a series of six evening meetings at the school. Each meeting v^^s 
led by both a consultant of the Department of Parent Education of the 
Rochester Board of Education and the MHCS team members. Brief presenta- 
tions on topics such as discipline, the changing roles of fathers and mothers, 
sex education, etc. were followed by a “buzz session and discussion format. 
ITiese coffee hours, as they were labeled, lasted approximately two and one- 
half hours each and were fairly well attended (i.e., from a minimum of 24 
parents on a snowy midwinter night to a high of 70 parents from a grade 
totaling 110 youngsters). 

The evaluations of the effects of the program (Cowen et al., 1^63; 
Cowen et al., 1966a) revealed rather convincingly that children could be 
designated at the first-grade level as likely to experience later emotional prob- 
lems and that, in fact, by the time they had reached third grade, these chil- 
dren were doing significantly less well as compared to others not so designated 
on a variety of indices measuring achievement, classroom adjustment, anxiety, 
and peer relationships. In addition, the total group in the experimental school 
was found to have less anxiety, as measured by the Children's Manifest 
Anxiety Scale (CMAS), superior achievement scores on report cards and 
standardized tests, and higher teacher and peer ratings than those in control 
schools. The most notable changes in parents and teachers alike were found 
in their attitudes toward mental health workers, who were seen in a more 
positive light after the program than before (Cowen et al., 1963; Cowen 

et al., 1966a). 

In retrospect, it was felt that the results of the School ^33 program were 
sufficiently encouraging to prompt expansion of our original activities. Par- 
ticularly, it appeared that while the program which has been described had 
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some salutary effects, it was largely oriented to the 

Rcation of ineffective functioning or emotional disorder J 

vention. We recognrad that efforts in the latter direction would have to 
emphasize direct contact with children to a considerably 
in ierms of interventive measures with early ‘ ^ 

generalized impact on the total classroom situation. We wished, then, t 
Lve mote actively in the direction of comprehensive “''S' 
prevention. That Ling the case, further support was sought and obtained 
from the Community Services and Research Branch of the National Institute 
of Mental Health for a new five-year program emphasizing glokl ™ 

efforts, early detection of pathology, and concrete 

preventive nature. It is this program which will be described m the follow 
ing pages.i 



The Present Program 

The basic design of the present program is similar in many ways to 
that developed in School #33. A school psychologist and a 
worker^ have been assigned full time to the primary grades of a public ele- 
rntary school, where%hey concern themselves, not wfih ‘he tr^ition l 
duties L such workers, but with developing a tole aimed toward y 

detection and prevention of emotional disturtence. This type of “"«P 
orientation is basic to our program and guides its "^ttle-hne imp emenU- 
tion. Thus the mental health professionals attached to the project in the 
schooU serve, perhaps first and foremost, as high-level resource people or the 
school principal, the teachers, the patents, and anyone el^ who might come 
into clL interpersonal contact with the children (such f 
groups to be dLribed below). The efforts of the mental health clinical 
Lte team are augmented by those of a psychiatrist-> who ^ 

them on a biweekly basis. Before presenting a more detailed account of the 
specific functions of the mental health clinical services team (the prmientive 
saff) in the school setting it would be well to provide a brief discussion 

the choice of a site for the program. 



The Selection of a School 

Since the program is an experimental one with a considerable invest- 
ment of time, energy, and money, it was felt that care shou e ta en to 
select a school where circumstances were not unfavorable to its optimal exe- 

iThe project to be described was supported by NIMH MH-01500. 

2 Louis d1 Izzo. M.A., psychologist and Mary Ann Trost, M.S., social worker. 

3 Angelo Madonia, M.D. 
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cution. The factors which seemed particularly crucial at the outset were few 
in number. First, a school which had relatively little pupil mrnover was pre- 
ferred, and this required focusing on a relatively stable residential neighbor- 
hood. This seemed important since the program was to be tested on children 
who would be exposed to it for a lengthy period of time and, equally impor- 
tant, follow-up studies of program effects were planned at various intervals 
after children had been exposed. Second, it seemed desirable to avoid, for 
the time being, the setting up of a program in a school which was receiving 
large numbers of children from remote neighborhoods in connection with an 
operational community plan for racial integration in the schools. This seemed 
advisable since the “open enrollees” Vv^ould not be in a position to take part in 
after-school phases of program and their parents would be limited in their 
availability for participation. Finally, a school which had an administration 
that was not unreceptive to an experimental program such as ours was sought. 
It was felt that until the mental health roles that were being developed were 
well delineated and their worth demonstrated, many school administrators 
might well look upon such a project as a burdensome nuisance. To the extent 
that this were the case, such attitudes could defeat its purpose early. 

Parenthetically, it was also hoped that the experimental school would 
have little teacher turnover and high teacher receptivity to the project, but 
it was recognized that this v;as nearly impossible to predict beforehand. Some 
mild concern was also harbored over the possibility that the ideal school 
might have few children with evident or incipient emotional difficulties. This 
fear was quickly dispelled by experienced school mental health workers who 
had found no dearth of such problems in any of the schools of the Rochester 

system. 

The elementary school that was ultimately selected as the site of the 
program was a relatively small, fifty-three year-old school in a predominandy 
white, largely older residential neighborhood that ranges widely in quality 
from middle class through upper and lower-lower class. It had a total of 
approximately 70 first graders, 55 second graders, and 60 third graders. The 
principal of this school appeared to be receptive to the establishment of an 
early detection and prevention program and seemed to display an appreciable 
understanding of its potential benefits. 



Duties of the Mental Health Clinical 
Services Team 

EARLY DETECTION 

The earliest task to which the school social worker and school psy- 
chologist devote themselves is the detection, among first graders, of children 
who are either already displaying emotional problems or seem to have con- 
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siderable potential for this. This detection procedure involves two phases: one 
conducted by the school psychologist and the other by the school social 
worker. These are described below. 

Psychological Evaluation 

Under ordinary circumstances, formal testing of children in the 
Rochester City School District does not start before third gra le. In the in- 
terest of furthering early identification of manifest or incipient emotional 
problems, a diagnostic battery was developed for administration to first-grade 
youngsters, shortly after the start of the school year. This evaluation, con- 
ducted by the project psychologist with the help of the classroom teacher, is 
given to the children in small groups of 10-15. ].t includes the California Test 
of Mental Maturity and the Goodenough Draw-A-Map test. To these formal 
results, the psychologist adds his actual behavioral obseiV''*iOns and the teacher 
provides an ability estimate, based on a six-point scale, the composite consti- 
tuting a preliminary estimate of the child’s intellectual potential and emotional 
status. The social worker is apprised of these findings prior to her interview 
with first-grade mothers, and wherever relevant, the information is transmitted 
to other school personnel. 

Parent Interviews 

The school social worker (SSW) holds approximately one-hour 
interviews with the mothers of all first graders at the earliest possible time. 
These are directed toward the gathering of information regarding the young- 
ster’s ability, personality, and behavior as well as the mothers interests and 
attitudes. 

Before the interview takes place, the SSW has familiarized herself with 
all available data relevant to the child — his school history, his test results, 
and reports based on actual behavioral observations. Wherever specific fol- 
low-up based on any of these data is suggested, she is prepared to carry it 
out. The interview is structured as part of a routine procedure for getting 
better acquainted and as a reflection of the continuing interest of the school 
and the project team in the child and his family. Its purposes are to elicit 
pertinent background information about the child and his family situation, 
to help develop an image of the school as an interested institution, to help 
provide a clearer picture of the educational role of the school and the func- 
tions of the project staff, and finally, to formulate some casework impressions. 

More specifically the SSW inquires into most of the following substan- 
tive areas: developmental and health history; adaptation to childhood training 
experiences and family practices in these matters; child s adjustment to play- 
mates and to his immediate community; parents’ evaluation of the child s 
functioning at home, school, and in the neighborhood; data relevant to the 
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parents’ own education and employment history; parent attitudes in key areas 
such as sex, sex education, parental roles, goals and aspirations, religious 
orientation, etc. 

The SSW’s impressions are summarized in the child’s confidential proj- 
ect folder, as are specific notations of unusual or poor prognostic indicators. 
Based upon these data as well as on the prior cumulated record, when emo- 
tional difficulties are already manifest or incipient difficulties are judged to 
be probable, the child’s folder is clipped with a Red Tag, so indicating. To 
this point this judgment has been a largely clinical one rendered jointly by 
the project psychologist and social worker. Attempts at more specific quanti- 
fication of the elements contributing to the categorization are currently well 
underway. 



Preventive Features 

The preventive aspects of the school program are directed toward 
school personnel, pupils, and parents. Again, the primary responsibility for 
coordinating these efforts falls to the mental health clinical services team, but 
outside resources in the form of a consulting psychiatrist, two clinical psy- 
chologists, two different types of volunteer groups, and other professionals 
are utilized in carrying out the program. 

The program itself may best be described by focusing on those aspects 
of it which are directed toward the children. In the course of so doing, it 
will, hopefully, become clearer how the teachers are drawn into the program 
as well. 



THE TEACHER AIDE (TA) PROGRAM 

A unique feature of the present program is the attempt that has been 
made to reach the child at school by recruiting and training a group of house- 
wives as mental health aides and placing them in the school for part of each 
day. Several operating models, including location cf the aide inside and out- 
side the class, have been explored over a two-year period. In either instance 
the rationale for this type of development resides in the oft-noted fact that 
certain children seem to need more of a teacher’s attention than she can give 
them without seriously depriving the rest of her class. It was felt that many 
such children could be helped to adapt to the requirements of group partici- 
pation and, indeed, to specific academic demands if there were a warm, 
interested human being available with the time, inclination, and experiential 
background to minister to their emotional needs as they arose. 

Furthermore, it was felt that a great potential source of manpower (actu- 
ally womanpov/er) for fulfilling such a function was to be found in the 
community in the form of women who have successfully reared their own 
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chUdren to a point where they have much free time and a to apply 

themselves to some useful pursuit. (This argument is more fully d^eloH 
in Rioch’s chapter in the present volume.) Accordingly, a Help Wanted 
notice was distributed to members of a few local professional ^oups and to 
a few clergymen inviting them to describe the prospective school program 
to friends or acquaintances who they felt might be interested m and suitable 
for such work. This notice stressed tliat we wanted volunteers who 
a “personal warmth and liking for children, in connection with which the 
exTrience of having successfully reared children of their o™ would seem 
to an important prerequisite." In addition, it was emphasized that Ae 
type of person we would be intert ited in should possess flexibility, a genuine 
mmmitment to the work described, a life situation which would permit her 
to devote the necessary time to the project, and an interest in the school 
situation.” Finally, it was indicated that the ideal volunteer should be frre 
of major emotional problems and that tlie attributes described above would 

be valued above formal education. j r i. 

This procedure afforded a type of screening which lightened the task 

of selecting those best suited to be aides. Most of the women who were 
attracted to the project from this source were thought to be quite suitable 
by the project directors and by the project psychologist, each of whom inter- 
viewed each applicant separately and rated her on a variety of characteristics. 
Even from these limited sources many more women expressed interest in pM- 
ticipating than could be accommodated, suggesting that such a program might 
be feasible on a much wider scale than was possible within the framework 

of the present project. 

Six teacher aide trainees, ranging in age from twenty-six to hfty-eight, 
were selected. None of these had a college degree, and one had not com- 
pleted high school so that they ranged at least moderately in their educational 
attainment. All were seen as at least reasonably adequate mothers and were 
iudged to be capable of relating well to children. At the same time, t ey 
appeared to have no great need usurp or to be excessively critical of the 

teacher’s role as an imparter of knowledge. 

A five-week training program was developed for these Teacher Aides 
(TAs) which was not intended to provide them with a body of information 
but rather to assuage the feeling that tliey were being tossed into the arena 
with absolutely no tools for coping with what they would encounter. While, 
in point of fact, the experimenters were counting very heavily on the volun- 
teers’ personal qualities as their most potent resources, they felt the volu^nteers 
needed the intellectual and emotional support a training program might pro- 
vide. Moreover, such training could serve to activate and catalyze a point of 
view, process, or way of thinking with respect to the emotional needs and 
problems of children. Accordingly, their training included academic-type 
materials on mental hygiene and concepts of prevention, personality develop- 
ment, and adjustment problems in children which, it was hoped, would con- 
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vey an appreciation of such fundamental notions as psychic determinism and 
the importance of interpersonal experiences in the lives of children. This ma- 
terial was presented in a relatively simplified, discussion-oriented, issue- 
cen*‘ired context directed primarily toward activating a particular way of 
thinking. 

Another brief section of the training program was devoted to enlighten- 
ing the TAs about the structure of the school system and the role-relationships 
therein, and to a brief, introductory survey of teaching methods. This ma- 
terial was presented by the school principal, the school psychologist, and the 
social worker. It was hoped that such content would help TAs better under- 
stand the teacher s role and provide a better understanding of the usual class- 
room routines. A third component of the training program may be termed 
“case material.” This varied in nature from films such as “Unconscious Moti- 
vation” and “The Quiet One” followed by discussions, to classroom observa- 
tions followed by discussions. 

The early weeks of training were heavily loaded with didactic materials, 
while the later weeks placed a much heavier emphasis on case material. The 
later phases of '.aining involved several sessions where TAs observed in 
several different classrooms and then discussed what they had seen with the 
school psychologist, the social worker, and the consulting child psychiatrist. 
These sessions allowed the TAs to become acclimated to the classroom and to 
begin to sense what useful purposes they might serve once they were actually 
incorporated into the class structure. 

Ultimately, TAs met informally with the six teachers of the primary 
grades and were assigned to a classroom. Some efforts were made to match 
aides with teachers on the basis of the personalities of each, but these attempts 
were quite informal and more a product of the project personnel’s compulsive 
natures than an act of great moment. The fact is that the project personnel 
had very little idea as to what criteria to apply in forming optimal pairings. 

With training completed and assignments made for the initial year, TAs 
set up their own schedules; each arranged to spend one half of each school 
day in her assigned classroom, the choice of which half being left to her. 
One TA was assigned to each of the six primary-grade (first, second, third) 
level classes. Once the program got under way, arrangements were made for 
the TAs to meet as a group with the school psychologist and the social worker, 
their direct supervisors, on a weekly basis. In addition, the consulting psy- 
chiatrist attended about half of these meetings. The meetings were designed 
to allow the TAs to discuss their evolving relationships with both teachers 
and children and to air any problems that might be arising. 

No attempt was made to prescribe a set of roles or functions for the 
TAs. The program was based on the assumption that each lA was a person 
with considerable assets and resources acquired by virtue of personality make- 
up and many years of “battle-line” experience. Hence, she should be allowed 
to operate in a manner consistent with her own spontaneous inclinations. 
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Quite frankly it was our view that the relationship between TA and child 
Oi. children was more basic than the specific activity through which the rela- 
tion happened to be expressed at any given time. Equally clear was the fact 
that the TA’s role would have to be determined, in good measure, by her 
own personality, that of the teacher, and the interaction between the two. 

In actual practice a variety of activities were undertaken by TAs, with 
different patterns becoming dominant in different classroom situations. Talk- 
ing informally with individual children or small groups of children occurred 
very frequently, particularly so at times when the teacher was engaged in 
group activities with a segment of the class. Children came to talk freely and 
easily with the TAs who, from their point of view, blended readily into the 
classroom setting. Frequently, TAs would read, tell stories, or play games with 
the youngsters. On occasion, when a child seemed particularly incapable of 
profiting from the classroom activities, perhaps being disruptive to others, the 
TA would take him out of the classroom situation for a walk or to an un- 
occupied room in the building. Quite often TAs engaged directly in specific 
subject matter remedial work with youngsters requiring special help or atten- 
tion. Here again, sr:h work was done in the context of a warm and under- 
standing relationship and with an eye toward the child’s emotional as well 
as educational needs. 

In principle, by her intensive work with the emotionally needy child, 
the TA not only contributed toward secondary preventive work with that 
child but also made some small contribution in a primary preventive direc- 
tion by making the classroom situation an easier and more productive one for 
the teacher and the child’s peers. 

Aperiodic meetings v/ere held with teachers before the actual inception 
of the TA program. Actually, each teacher volunteered to have a TA assigned 
to her class. In later teacher meetings, after the program started, it was hoped 
that they would express feelings engendered by the aide program, either 
positive or negative. The frequency of these meetings increased as teachers 
experience with the aide program accumulated. At this time they began to 
voice many negative feelings, particularly about the nature of the roles which 
were evolving for aides and how this affected their own relationships with 
their classes. Specifically, they had begun to feel that TAs were becoming 
identified as “good mothers” in the sense that they neither defined nor set 
limits for the children. Thus, the latter role fell to the teacher, who at times 
felt she was being looked upon as an ogre. As a result of this problem as well 
as of others v/hich indicated inadequate communication between TA and 
teacher, we believed that supervisory relations needed restructuring. The 
original setup, which has just been described, seemed to create two groups, 
TAs and teachers, who did not always feel they were working toward the 
same ends. It also seemed to have the effect of cementing allegiances to one’s 
own group and thus prevented the coming together of TA and teacher in 
the way which was altogether necessary if they were to function as an effec- 
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live team. We emerged from this experience with the feeling that a super- 
visory format which brings each teacher and her TA into regular contact with 
the school psychologist and the social worker should be created. 

In a second year of work on this project the supervisory format and the 
way in which the TA functioned were altered. The TA was removed from 
the classroom, except for specific periods of time when, on invitation of the 
teacher, she entered to observe one or more children. During most of her 
time at the school, she was “stationed” in a room which served as the locus 
for a variety of interactions between her and the primary-grade children 
referred by teachers. The teachers, who strongly supported this revision in 
the program, used the TAs as resources to whom they could turn when a 
child presented any one of a variety of problems. These ranged from be- 
havior which disrupted classroom routine through failure to benefit from the 
curriculum to withdrawal which seemed potentially damaging to a child’s 
emotional adjustment. 

The referral process brought teacher and TA together with members of 
the mental health team around the problem posed by a specific child. On the 
basis of the teacher’s observations and o^hcr information possessed by the 
team, a concrete plan was worked out for the youngsters. The TA might 
then spend an hour a day, two or three times a week working with the 
child. Usually, the interaction focused on school work, but in many cases 
the major emphasis was on providing a relationship which supported the 
child emotionally and fostered better school adjustment. At times, and for 
a variety of reasons, the TAs worked with children in small groups. This 
group technique seemed quite promising with youngsters whose withdrawal, 
timidity, and undersocialization had made relating to their peers very dif- 
ficult. Thus, in addition to receiving extra help with academic work, these 
youngsters were being given an opportunity to form relationships in a less 
complex and competitive setting than the classroom with peers who, in shar- 
ing a problem with them, were no doubt seen as less threatening than the 
average child. All of this took place under the close supervision and with 
the guiding encouragement of a warm and interested adult. TAs in this role 
were also in a position to cope with the inevitable and often transient crises 
which arise in children and which cannot be handled easily in the classroom. 

One m.easure of the success of this form of the TA program is the fact 
that referrals mounted rapidly, so that a waiting list for TA time soon de- 
veloped. liideed, with a total primary-grade enrollment of nearly 200 young- 
sters, there were more than 40 referrals (20% of the group) to the TA 
program. Teachers seemed to find this outlet a very useful one for them. 
Relationships between teachers and TAs appeared to improve considerably 
as a function of the revision of the program; certainly so in terms of subjec- 
tive reactions of members of both groups. 

As part of the modification in program format, consultation was changed 
so as to involve jointly the project mental health professionals with both the 



EARLY IDENTIFICATION AND PREVENTION 

teacher and TA concerned with a specific child (or children). The focus of 
this type of consultative-resource activity was oriented to the child ^nd how 
best to^meet his needs. This modified supervisory format reduced some of the 
« of irritation of the prior format which inadvertently he.ghte.red j^a^ 
tion and opposition of teachers and TAs. Joint supervBton around the child 
was very positively received. Indeed, it was regarded as so haste to the tunc 
tinning of the pr^ram that a part-time substitute teacher was employed to 
relieve^eachets^who needed to leave their classrooms tor ^rtods of t.me to 
Se part in supervisory conferences. It is likely that these meetmgs, in 
addition to assisting the teacher in dealing with the child, ave 
provide her with a viewpoint which will be found useful tn dealing wi 
other children as well. In other words, as the teacher works *rou^ o pro^ 
lem with one youngster, she acquires a 

can use with other children. In this way teacher education and sophistical 
in matters relevant to mental health have become an im^rtant fern of the 
project in a manner which, hopefully, may come increasmgly to serve p 

mary preventive program. 



THE AFTER-SCHOOL PROGRAM 

A second major program introduced as part of our comprehensive 
effort at early secondary prevention with emotionally disturbed primary-gra e 
children invLed undergraduate volunteers from the 

who participated in an after-school day care activities program. This program. 
Ilk- tL TA one described above, has been in effect for two The first 
year's activities were undertaken primarily to develop a meaningful ^d u»_ 
ful working model. The initial pilot program was in effect for o"ly ^ 
one-half mLths (a period much shorter than that 
optimal); hence it is to be regarded primarily as an exercise p g 
vLpment and “debugging" rather than as a basis for formal evaluation of 

substantive change in its participants.^ nf 17 

The target group for the after-school day-care pro^am consisted of 17 

primmy grad! yotngslrs specifically designated by teachers, the project, psy- 
Llogfsf and the project social worker as children who might, for one m 
another reason, profit from the type of interest and special attention th 
such a program Lid provide. The group included youngsters with acting 
out pto4ri, problems of shyness and withdrawal, and failure in educationa 
achiLment. h also included several youngsters who, although they were n 

4 At the time of writing, we have “nipleted ** ami 

program, i„-lo!ving a continuation of 

the first year and six months for the second. 
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currently manifesting difficulties, seemed to be high-risk cases for the early 
future development of emotional problems. 

In actual fact, a total of 34 such youngsters were nominated for the after- 
school program. In each case a behavioral symptom checklist including an 
overall adjustment rating, an adjective checklist for personality attributes, 
and a prose referral statement containing a descriptive account of the child’s 
principal difficulties was submitted by the referring person (usually the 
teacher). For purposes of a crude, prelimary evaluation, one-half of the total 
group was included in the program and became our experimental group. The 
remaining 17 youngsters, roughly matched with respect to the variables of 
age, sex, grade, and judged overall severity of problem, became a control 
group. In this case, the figure 17 represents the maximal number of student- 
volunteers that could be accommodated, given the limitations of supervisory 
time available for this purpose. 

The original master plan for the after-school program was a relatively 
simple and straightforward one. A university undergraduate was to be as- 
signed to a particular child, with whom he or she would spend about 70 
minutes on each of two afternoons during the week. This was to be done 
within the confines of the school building and grounds, and participants were 
to be free to utilize most of the school’s facilities (c-g-, gymnasium, auditorium, 
playground, home economics room, shops, music room, cafeteria, etc.). It was 
felt that a variety of activities emphasizing expression, recreation, and/or 
academic work would provide suitable vehicles through which the under- 
graduate volunteer and child might interact. The overriding emphasis, how- 
ever, was on the relationship to be developed between the volunteer and the 
child. It was hoped, particularly, that children in the program might benefit 
from having contact with an interested, energetic, enthusiastic young adult 
who would provide attention, at times affection, and, at the very least, a model 
of someone who was doing something constructive with his own life. 

In addition to providing a meaningful relationship and beneficial experi- 
ence for the emotionally disturbed child in need of such contact, this type 
of program, in principle, might contain the seed of some modest contribution 
to primary prevention. To maximize this likelihood, volunteers were sought 
from among elementary education majors in the College of Education at the 
University of Rochester. These represented people who were themselves about 
to become teachers and for whom an emotionally meaningful engagement in 
a mental health practicum exercise could, ultimately, have beneficial effects 
for many children. 

The administrative staff of the College of Education concurred in the 
belief that an after-school program of the type described was of considerable 
potential value to the elementary education major. Accordingly, they were 
most cooperative in bringing the prospective program to the attention of their 
majors and agreed that participation in the program could be substituted for 
one of the classroom observation experiences in which the elementary educa- 



343 



EARLY IDENTIFICATION AND PREVENTION 

tion student ordinarily participates during the junior year. Eight elementary 
education majors volunteered for and were accepted into the program. 

An additional 9 volunteers were needed, and these were obtained via a 
soliciting announcement made to the students of a large lecture section in 
abnormal psychology. A brief description of the prospective program was 
provided, with an indication that no more than 10 additional student volun 
teers could be accommodated. This notwithstanding, there were over 30 
volunteers who were strongly interested in participating in the program. 

All of the education majors and about 1 5 of the psychology students were 
interviewed, individually, by one of several • advanced clinical psychology 
graduate students. Unlike the housewife volunteer program, our concern here 
was not to select for preconceived positive attributes. Rather the goal was to 
try to weed out the few students who seemed flagrantly maladjusted or grossly 
unsuited for the purposes of the program. Three prospective candidates were 
dropped for such indicators. Another 3 could not be taken on because their 
free hours did not match the scheduled program hours, leaving a total of 17 
acceptable volunteers. Clearly, our screening was a gross one, and no attempt 
was made to prejudge what would make for an effective volunteer worker 
with very young children. Instead, the deliberate decision was made to allow 
a wide range of (nonovertly disturbed) types to enter the program in an effort 
to determine empirically those attributes which seemed to be most effective 
in actual practice. In retrospect, and at a grossly clinical level, it may turn 
out that some of the people prejudged to be less promising actually did very 
effective jobs. 

After the final volunteer group had been constituted, the clinical psy- 
chologist directing the program met with them to discuss concepts of preven- 
tion, the underlying philosophy of the program, its objectives, and their place 
in the overall plan. Some possible ways in which the program might operate 
were considered; however, this was not overstructured and it was emphasized 
that the volunteer would have considerable freedom and latitude. In a subse- 
quent meeting the volunteer group was taken to the school to go through 
the building, to become acquainted with the hcilities and equipment that 
would be at its disposal, and to meet and talk with key school personnel. 

The volunteers were encouraged to view themselves as neither therapists 
nor intellectualized dissectors of children’s personalities. Indeed, an effort was 
made to withhold background and case material information on the assump- 
tion that this might foster an excessively “objective, case-historical” orienta- 
tion.'’’ Instead, our efforts were directed toward the encouragement of a spon- 
taneous, warm, relaxed, “friend” relationship with the child, one which 

5 Experience during the initial year suggested that this concern might have been 
excessive. Additional background information pertaining particularly to the reasons for 
the child’s referral to the program and his teacher’s impressions of him was made avail- 
able to volunteers during the second year. 
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provided the youngster with a genuine interest by an adult, some additional 
individual attention, and a grown-up identification model. 

Volunteers were assigned to children on a one-to-one basis; however, 
they tended to group in their play activities fairly often. Three groups of 5-7 
volunteers were formed, each under the direct supervision of an advanced 
graduate student in clinical psychology who was himself under supervision 
of the clinical psychologist in charge of the program. Each group went to the 
school twice a week. Youngsters met their volunteers at a designated location 
in the school building when the school day was over, around 3:30 p.m. 
Activities went on until about 4:40 p.m. when the child left the school and 
returned to his home. Virtually the entire resources of the school were placed 
at the disposal of the group. Headquarters were located in the small cafeteria- 
playroom area, but children and volunteers were to be found, at varying 
times, in most of the special activity rooms in the school building. 

Many different individual patterns of interaction emerged depending on 
the particular child, the volunteer, and the stage of the relationship. Some 
indication of the nature of these activities was obtained by having each volun- 
teer fill out, three times during the course of the program, a type of process- 
analysis form summarizing how he (or she) and his assigned child spent their 
time together. Preliminary analysis of these data suggest that there were in- 
deed marked variations as a function of (1) the specific volunteer-child 
configuration and (2) the stage of the relationship. Very grossly, and for 
the group as a whole, running around and cathartive physical activity occu- 
pied perhaps 15% of the time overall, but with a clear-cut decrease in fre- 
quency over time. Semiorganized play and organized play accounted for 
another 15% and 10% respectively. Controlled exploratory behavior repre- 
sented another 7%-8% of the total time commitment, as did competitive table 
games. In the latter category there was, however, a sharp drop from approxi- 
mately 15% at the first evaluation period to 5% at the last one. Noncompeti- 
tive table activities accounted for perhaps 12% of the total time, with a sharp 
increase from 8% to 18% between the initial and final measurement points. 
Artistic activities (painting, drawing, construction) represented some 8% of 
total time. Finally, talking and conversation (independent of other on-going 
activity) accounted for some 12% of total time, with very definite evidence of 
increasing frequency of occurrence over time. Recognizing, then, the tre- 
mendous range of variation, the foregoing summarizes globally the actual 
activity patterns for volunteers and children. 

Upon completion of the afternoon’s activity the volunteer group and the 
graduate student leader returned, each time, directly and in a single group, 
to the campus for a postmortem discussion session from 5-6 p.m. Here volun- 
teers discussed specific children and the problems they presented, critical 
incidents which they had experienced, some of their own anxieties and con- 
cerns, and problems of technique and handling of children. These sessions 
provided an opportunity for the volunteers to learn around very recent, quite 
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teer. It was made quite clear at the very outset that th^ data were not to 
be used for selection purposes (which they were not), but rather were part 

of a research appraisal of the overall program. 

A control group of 8 education majors and 9 psychology majors, com- 
parable to the volunteers except for the fact that they did not actually vo un- 
teer for the program, was tested on the same set of instruments. This made 
possible comparison of volunteers and nonvolunteers on the revelant dimen- 
^ns. At the very end of the program the volunteer group retook the same 
test battery so that attitude change resulting from participation m the pro- 

oTQixi could t)c Assessed* 1 • • • c 

Each volunteer submitted, at out request, periodic objective ratings ct 

the child and the nature of their relationship, as well as the process sum- 
maries describing their actual allocation of time to the various activity cate- 
gories. In this way it has been possible to reconstruct a view or the total 
process and its range of manifestation, as it has evolved. This type of informa- 
tion may contribute to the development of an understanding of the most 
effective types of contacts, activities, and experiences for achieving certain 
behavioral objectives. As noted aoove, each volunteer, at the end ot the ex- 
perience, submitted a prose account of his reactions to the project and his 
suggestions for modification in the future. These reactions m addition to 
reflecting enthusiasm, have been helpful in identifying needed areas of im- 
provement. Perhaps the greatest concern of the volunteers was that contact 
with the child was for too short a period of time, this accompanied by the 
preoccupation that beneficial effects might not endure, ^r concunence, as 
viewers of the total process, with this particular critique led to the extension 
of the program over a full half-year period during the second year. 

A variety of criterion measures are available as a basis for evaluating out- 
come and for assessing input variables which may make for °r less 

favorable outcome. In the first place, postexperience ratings of behavior 
symptoms, overall adjustment, and adjective checklist by the refemng source 
have been collected. These ate available for both experimental and control Ss 
and parallel exactly the comparable pre-experience measures, thereby provid- 
ing a basis for determining change scoi . and a crude framework for eval- 
uating program effectiveness and variables which may relate to effectiveness^ 
Since posttest measures by referring agents in the school may be contammat 
by awareness of the child’s assignment to the experimental or control group, 
an attempt was made to supplement them by observadon of actual classroom 
behavior by naive judges trained for this function. To this end an 18-item 
behavior rating scale has been developed, and reliability has been established 
on a primary-grade sample drawn from another school. Each exj^rimenta 
and control child has been observed twice for 45-minute periods m his 
natural classroom setting. Since the observers were totally naive with respect 
to knowledge of experimental versus control status of the children, this pro- 
vides a type of criterion judgment that is entirely independent of the project 
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personnel. From the foregoing cluster of measures, as well as from a series of 
actual behavioral measures taken primarily from school records attend- 
ance data, report card data, nurses’ referrals), a network of evaluative criteria 
which provide a reasonably comprehensive and solid base for evaluation is 
available. 

Data analyses based on the first-year group have, by and large, been 
completed. These analyses are limited primarily by the relatively small size 
of our child and volunteer samples. However, on the basis of completed 
analyses, preliminary impressions concerning several guiding research ques- 
tions are available. Although these data have been written up more exten- 
sively in another paper (Cowen, Zax, & Laird, 1966b), it may be appropriate 
to recapitulate several highlights of the findings to date here. For one thing, 
it appears that our volunteer group was initially significantly different from 
their demographically comparable nonvolunteer controls with respect to atti- 
tudes. The principal substance of this difference resides in the characteris- 
tically over-idealistic initial response of the volunteers. Schools, teachers, 
principals, mental health, mental health workers and other such “institu- 
tional” concepts were all seen by the volunteers in an unswervingly favorable 
light. In a very substantial way the foregoing findings parallel those reported 
in an earlier chapter in this volume by Holzberg, Knapp, and Turner for their 
college student volunteer groups. 

Participation in the program apparently affected the attitudes and per- 
i:eptions of the volunteers so that the idealized halo attached to these institu- 
tional concepts wore off. Relevant posttest ratings, though still quite positive, 
were so to a significantly lesser degree than had been the original ratings. It 
might be said that the postexperience ratings of “institutional” concepts by 
volunteers was more “healthily realistic.” Nor did this change appear to be a 
reflection of a global change in response style, since on another concept, emo- 
tionally disturbed children, rated initially in a rather neutral-negative way by 
the volunteers, »^he postexperience ratings were significantly more favorable. 
Thus, apparently, exposure to and interaction with these youngsters became 
the basis for more positive and accepting attitudes toward them. 

Finally, there is some evidence suggesting that certain types of actual 
volunteer-child interactions C6*g*» amount of time spent in talking and con- 
versation), as reflected in our on-going process description measure, appear 
to relate to pre-post behavioral change scores in the youngsters. This type of 
datum m?y ultimately contribute to a better understanding of the nature of 
helpful, as opposed to inert, interactions and interventions. 

It should, however, be reemphasized that this program was set up pri- 
marily to determine, clinically, whether or not it was a workable one. The 
impression of those involved in the program is that it makes good sense, that 
it works well, and that children, parents, teachers, school personnel, and 
volunteers all seem to think very highly of it. Symptomatic of this judgment 
is the fact that the volunteering per cent by invited parents for their children 




OAQ 

EARLY IDENTIFICATION AND PREVENTION 

was 100 and that the consistent feedbadt from the sources ntentioned aWe 
was positive and highly reinforcing during program penod. &ns der- 
able Lecdotal evidence supports this judgment. In several instances, for 
ample, youngsters who became ill in school on a program day were unwilhng 
to L sLt home because they did not wish to miss out on this highly valued 
experience. In another case, a youngster with a grearer than 50% 
history did not miss a single program day session. On the o er , 
ever, the entire first-year program period on which the most evakative data 
is currently available was extremely brief, broken by two vacation period 
fundamen^ly exploratory in nature, and targeted to a very small group of 
subjects (N=17). Hence it would be unduly optimistic to expect sweeping 
change on our criterion measures. This is especially true because the control 
greup is a particularly severe one, by virtue of the fact that -mbe- we re 

also exposed to the everyday experience and impact of t e 
the cla»toom-a program which, although manifested m a very difterent 
form had at its cote similar aims and objectives. For this rrason, it is pruden 
the research venture again primarily in terms of the d^vekpHien of 
appropriate instruments and techniques and the establishment of irorfaUe 
e^ateive models, rather than in terms of grandiose expectations about dra- 

matic substantive change. 



Overview 

Perhaps a few final summary comments ate now in order. Ue future 
course of the program will be guided by actual experience with 
experimental programs described. The future plan is to modify and shore up 
aspects of pro^ra^ developed up to this point and gradually » " 

elements into^ur overall effort, specific preblems 

and new needs that are identified. Continued efforts will be made to make it 
bol more effective and mote compatible with the concrete schwl situa ion. 
h this regard, it is clear that more group meetings with teachers are mdi- 
cLd Lid that treatment of teacher and aide as a unit is a more effe^ve way 
of operating than had been apparent to us in our earlier thinking, 
s one s^pton. of what Z. to us, teen an tomplete and 
attempt to work through fuUy the complex problem of definition of role 
relationships with teachers and aides. At this time, it “PP*®”/ ^ 

bined role for the TA of classroom participant and consultant has proved 
be more effective than the full-time participant role. 

Conspicuously absent from out new programs thus fat has b«n ongoing 
contact wfth parits beyond that reflected by the involvement of first ^ade 
mothers in the social work interview. It has been hoped that as a result o 

Lr introduction to and contact with a school >> 

in their child’s school career patents might mote willingly turn to school 
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mental health personnel in times of future need. Although there is quite 
likely merit to this viewpoint, it should be possible to do more to encourage 
parents to use such services and to view the school as an interested and help- 
ing organism, long before they are forced to because of psychological crisis 
and emotional emergencies. 

An initial venture in this direction was undertaken in a limited way 
during the late stages of the second project year. A group of 25 mothers of 
primary-grade children classifiable as underachievers was invited to attend a 
series of four morning meetings at the school dealing with the general issue 
of how parents can be helpful in promoting their children s achievement in 
school. Seventeen of those invited expressed interest. Of these, 7 worked and 
were therefore unable to attend at the scheduled time. Of the remaining 10, 

8 have regularly attended the meetings, conducted jointly by the project 
psychologist, the social worker, and the consulting psychiatrist. The discus- 
sions have ranged across topics such as sex instruction, discipline, and au- 
thority and have been active and ego involved in terms of feeling tone. 
Evidence of the mothers’ tendencies to overprotect their children has been 
strong. Much of the discussion has taken place among the mothers them- 
selves, and the professionals involved have attempted to keep the focus on 
the child and his problems rather than encouraging the mothers to introduce 
or to emphasize their personal problems. 

There has been a calculated decision to confine the parents’ meeting, for 
the initial run, to a group with a relatively homogeneous focus (i.e., their 
underachieving children), but not because this is the only parent group to 
work with or the most important one. Rather it provides a paradigmatic and 
relatively focused situation in which a model can be worked out which sub- 
sequently may be broadened so as to include other parent groups. Certainly, 
future efforts will increasingly be devoted to the development of this phase 
of the program. 

It is to be emphasized that the foregoing is a description of a set of pro- 
grams which is barely off the drawing board. They are types of programs 
which make very good sense to the authors on logical and intuitive grounds. 
Their salient features include: emphasis on the very young, focus on early 
detection and early secondary prevention in an effort to forestall later full- 
blown development of serious and frequently immutable pathology, recast- 
ing of the roles of professional specialists in a way which may have potential 
for reaching much larger segments of our population currently requiring 
help, utilization of subprofessional manpower with focal time-limited train- 
ing as a paradigm for a needed type of geometric expansion of our helping 
structures. 

All of this seems to make perfectly good sense in view of the growing 
body of knowledge about professional manpower shortages, the ineffective- 
ness of traditional techniques with large segments of our population, and the 
fact that mental health needs far outstrip available resources (disproportion- 
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ately so as a function of geographic, educational, economic, ethnic and socio- 
economic factors). But, in the last analysis, it is clear that this is logic rather 
than empirics. The social situation in the mental health area is sufficien y 
acute to demand vigorous exploration of new helping approaches. On t is 
basis it is felt that programs such as the foregoing are more than warranted. 
However, one should not lose sight of the fact that basic recasting o t e 
models of the helping professions must await the painfully slow accretion o 

solid empirical data. 
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PROJECT RE-ED: EDUCATIONAL 

INTERVENTION IN DISCORDANT CHILD 
REARING SYSTEMS 

W. W. Lewis 

George Peabody College for Teachers 



Project Re-ED is a combined demonstration, training, and research 
endeavor sponsored by George Peabody College for Teachers and State 
Departments of Mental Health in Tennessee and North Carolina. Reduced 
to simplest terms, the objective of the project is to test the feasibility o a 
brief, high impact residential treatment program for emotionally disturbed 
children, reinforced by mobilization of resources in children’s “natural” en- 
vironments. Each of the two states maintains a small residential school, vvith 
financial assistance from the federal government.^ Peabody College provides 
a training program for staff of the two schools, a research program to evaluate 
the effectiveness of the schools, and general coordination of the total project. 

Conventional treatment programs for emotional disturbance in children 
reflect what Thomas Szasz (1961) and others have referred to as the “medical 
model" of behavior disorders. Briefly, the central assumption behind the med- 
ical model and much of our elaborate network of treatment facilities for 
children is that emotional disturbance reflects an underlying pathology withm 
a child which, if not corrected, will develop into more serious behavioral 
manifestations during adolescense or adulthood. In the early 
century, as the mental hygiene movement was beginning, disordered behavior 
could often accurately be attributed to an underlying physical disease 
process such as general paresis. The mental hygiene movement embraced the 
assumption of a disease process and extended it, by analogy, to the total range 
of behavior disorders. Adolph Meyer was most articulate and influential in 
developing our basic pattern of secondary prevention of mental illness 
through child guidance clinics. Contemporary patterns of treatment of emo- 
tional disturbance continue to reflect his conception of a broader disease 
process and his conviction that many of the “mental tangles” of adult patients 
could have been prevented by treatment when the problem was first mani- 
fest during childhood (Kanner, 1962). 

^ The program to be described has been supported by an NIMH grant, MH 929. 
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There are two sound reasons tor experimeming with 
of treatment for behavior disorders in children. The hrst, obviously, is shott- 

manpower. George All«e (1959) put ^ 
in his summary of nationwide mental health manpower needs. We murt 
lie Tlds survey with the prediction that our country will continue m be 

faced with serious personnel shortages in all fields 
and mental health tor many years to come. Bamng P<«ab.lity 
massive national effort in all areas of education, with J 1 in 

such an effort would imply, or the possibility of a sharp « 

mental health research, the prospects are pessmustic » 

Ints in the quantity or quality of professional services m these fields 

^The second reason is the current questioning of the efficacy of method 

traditionally used in secondary f 

psychotherapy with children can be summarized rather 

two-thirds to three-fourths of the treated cases show durable improvement 

regardless of the type of treatment setting, the professional trmning o 

C or the age of the children treated. While this would seem to be 

a tXabk commentary on the general effectiveness of clinical Watment, 

LdL dl children on clinic waiting lists who have not recmved psych^ 

theranv also report improvement rates in the two-thirds to three-fourt s rang 

(Lewh, 1965)'^A number of questions may be raised about 

ness of waiting list defectors as controls in outcome . 

important point is not that psychothmpy is ineffecuve ^ut *at ^ « 

reamnable doubt, since effectiveness has not been clearly demonstrated m 

the research that is available. These two issues compel some experimentation 

wffh Temative panerns of treatment based on different concepts regarding 

discordant behavior in children. <Ipntember 

Project Re-ED is one such experiment. It was >n>Mted in P ’ 

1961, with a nine-month training program at Peabody College or 
carefully selected elementary school teachers. The teacheo were 
the bas i of unusual teaching competence, as judged by their 
colleagues, adaptability and creativity in the 

and a^genuine interest in the education f/^eT 

The training program for the first group of teachers, later called teacher- 

counselors, consisted of two academic quarters of , 

Lvel foUo;ed by a three-month internship in an established residenti^ school 
for emotionally ^disturbed children, including some placements m England 

During‘'the school year of 1962-1963, Cumberland House Elementary 
School in Tennessee and Wright School in North Carolina began to operate 
on a limited basis, staffed by the group of teachers who 8““ 
the first year’s training program. The training program at ca o y as n 
tinuTto supplement the staff of both schools as vacancies have occurred 
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and as the program has expanded. Each school is organized into groups of 
eight children, who live and attend school together and who are the responsi- 
bility of two teacher-counselors. The average length of enrollment is six to 
seven months. The general pattern that has been followed in both schools is 
a five-day-a-week residential program, with children returning to their own 
homes on the weekends. The two teacher-counselors are responsible for de- 
signing and carrying out an intensive treatment program for each child, based 
on his needs, presenting problems, and the common objectives shared by 
the child’s family, the referring mental health agency, and tue Re-ED school. 

The initial thrust of the demonstration was directed toward a total edu- 
cational milieu for a troubled child. Traditional residential treatment centers 
provide a few hours each week with highly skilled, and highly paid, pro- 
fessional personnel, but also long periods of inactivity and idleness, supervised 
by staff of marginal competence. They also tend to isolate the child from his 
natural environment— family, school, and friends— to which he must eventu- 
ally return. The Re-ED staffing pattern is intended to address itself to both 
these problems. It seeks, first, to provide an engaging, goal-oriented educa- 
tional climate during all of a child’s waking hours and, second, to keep him 
related to his own child rearing systems by weekends at home and by care- 
ful liaison work that prepares the way for his return after a brief stay at the 
Re-ED school. 



An Overview of the Program 

The Re-ED schools emphasize the educational quality of their pro- 
gram in designation of roles— teacher, student, principal; in designation of 
activities— enrollment, recess, student council; and in designation of limited 
goals which lend themselves to direct teaching. The language of mental hos- 
pitals and clinics is intentionally avoided. This does not represent a denial of 
shared responsibility with the mental health professions. It represents, rather, 
an assessment of the potency of teachers and educational processes in the 
socialization of children, “disturbed” as well as “normal.” While the staff of 
the schools are as comfortable in dealing with an outburst of negative feeling 
as with a problem in remedial reading, they prefer to define their role as 
educational rather than therapeutic. 

The reason for making this distinction is the emphasis in the Re-ED 
program on short-term, specific, and usually rather concrete goals toward 
which the individual child and his teacher-counselors work. There is none 
of the emphasis on psychotherapeutic treatment for intrapsychic problems 
that characterizes many programs. Most treatment programs are based on the 
notion that an uncovering of hidden psychic processes will lead indirectly to 
significant behavior change. In treating a child with a reading block due 
to emotional factors, for example, both the child and his parents are required 
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to work through the feelings they have about each other in psychotherapy. 
The expectation is that once the participants have achieved an understand- 
ing of the emotional factors in the problem, the reading block or other pre- 
senting symptoms will dissipate. With deep-seated problems, this approach 
to emotional disturbance may be necessary; but it is a long and expensive 
route and may not be required with less complex behavior pr^lems 
grouped under the general heading of emotional disturbance. The Ke- 
Lmonstration is exploring the extent to which direct educational FOgjam- 
ming can be effective in modifying relationships between children identified 

as emotionally disturbed and their socializing systems. 

The Re-ED treatment pattern assumes a basic validity in the traditional 

child-rearing arrangements in our culture, that they are, on the whole, eftec- 
tive and wholesome for a child’s development. A disruption of child-reanng 
functions, as manifest in the identification of a child as emotionally disturbed, 
is therefore looked upon as a disturbance within the systems influencing that 
child, rather than within the child himself. If the disruption in the 
ing systems for a child is not completely enervating, the relief provided by a 
fairly rapid shift in symptoms, or in demands on the child, may allow the 
systems to recover their potential for growth and continue the socialization 
process relatively unaided. With this hypothesis in mind, goals are set tor 
children at the Re-ED schools emphasizing things like reading skills, learning 
to tolerate sitting in a classroom for extended periods of time, trusting adults, 
and living with peers with a minimum of conflic':. In many ways, this ap- 
proach to a child’s problems may be thought of as social, rather than psychi- 
Lic, treatment. The Re-ED strategy is to look at the effects of the childs 
behavior at an overt, symptomatic level and to see m what specific ways his 
behavior creates conflicts with the social systems of which he is a member. 
Then an attempt is made to construct a sequence of learning experiences 
that will influence, quite directly, the area of concern in the child s oehavior. 

The process begins with a referring agency-child guidance clinic, family 
service agency, school, or other community agency involved in tne identifica- 
tion or treatment of emotional disturbance in children. The Re-ED school is 
not seen as a sufficient or autonomous treatment facility, but as a resource 
for agencies in the community already working with children. In most cases 
the agency referring a child to a Re-ED school will continue to work with 
the parents while the child is enrolled in the school. The admission cmiference 
between the referring agency and the Re-ED school, reviews the history of 
the child’s problem, any treatment of the problem attempted to date, and the 
current status of the child, his family, and school. Preliminary treatment goals 
are established at the admission conference, with an emphasis on specific 
changes that can be made rather quickly in the child’s behavior, or in his 
natural environment, within the realistic limits imposed by intent to 
return him home quickly. Planning for the child’s release, including addi- 
tional community resources that need to be mobilized, is initiated at the ad- 
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mission conference and is an integral part of the treatment pattern. These 
plans remain flexible to allow for the unpredictable in human and institu- 
tional behavior, and the thrust is forward, anticipating future behavior rather 
than explaining past events. i 

There has been a gradually diminishing concern with the kind and 
degree of pathology in making the decision to enroll a particular child. When 
the schools were first opened, rigorous use was made of exclusion criteria 
like severe psychosis, brain injury, and mental retardation. As the confidence 
and skill of the stalf have grown, the admission decisions have come to 
reflect a judgment that a child and his socializing systems can respond in 
specified ways to the group-cenlered edi'cational program and mobilization 
of community resources. This attitude has resulted, of course, in the admis- 
sion of children with a wide range of diagnostic labels, although each child 
must have some unique strengths that can be exploited. 

By and large, children admitted to the Re-ED program range in age 
from six to twelve years. The modal age is ten, and perhaps two-thirds to 
three-fourths of the youngsters in residence at any given time are between 
the ages of ten and twelve. Of the thirty-two youngsters accommodated by 
the program twenty-four are boys and eight are girls. Although this is largely 
a matter of administrative and housing convenience, the numbers reflect 
quite faithfully the ratio of referral of boys to girls by community agencies 
and clinics. 

Following the admission conference, the child is assigned to a particular 
group; and the specific preparation for his enrollment begins. He visits the 
school, with his parents, and meets the children and teacher-counselors with 
whom he will be living for the next few months. The teacher-counselors 
begin to outline a specific program of remedial education and social living 
experiences, based on their analysis of the details in the clinical and educa- 
tion records on the child. In addition, they prepare the other children in the 
group for the coming of the new child, so that on the day of his enrollment 
he will be received warmly, on the basis of realistic expectations, including 
whatever problem behavior he is likely to present to the group. 

The school day typically begins about 9:00, proceeds until noon, with 
time out for a recess period, and resumes after lunch until about 3:00, when 
the recreation period begins. The school day is heavily loaded with instruc- 
tion in basic academic skills: reading, arithmetic, and use of language. Since 
the placement of children in groups is based more on social behavior than 
educational development, much of the instruction in basic skills is individu- 
alized; and the convent is determined by the social utility of a skill for a 
particular child. Hov'ever, units of instruction that will support heterogene- 
ous educational abilities, such as preparing for a field trip to the Smoky 
Mountains National Park, are also a vital part of the school curriculum. 

The nonacademic part of the school day also emphasizes the learning of 
skills which have social currency for elen\entary schiool age children, but 
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which, for some reason, have not been developed. The ability to kick a foot- 
ball, for example, or to roller skate, swim, or ride a bicycle may have a social 
utility as great as arithmetic skills in a child’s reintegration into his normal 
school and home environment. Thus, a program of planned instruction, re- 
flecting an assessment oi a child’s need for socially adaptive skills, is extended 
beyond the bounds of the usual school day. This is true also of the evening 
program, which emphasizes the skills required in living harmoniously with 
a group of peers and the aduhs to whom a child is responsible. It is one of the 
important strengths of the Re-ED staffing pattern that the afternoon and eve- 
ning hours, including the homely child-care tasks of eating, dressing, and 
getting ready for bed, are supervised by sensitive, competent personnel. While 
much of the interaction of this time is not planned in any specific sense, it is 
a time that is rich in opportunities for learning skills in social living and 
exploration of personal feelings. The way an adult responds to a child’s 
refusal to eat or to go to bed, or his strong impulse to hurt another child, 
can make an important contribution to the child’s social and emotional de- 
velopment. The intensity and intimacy of group living provide opportunity 
for personal growth that is not encountered elsewhere. 

Each child’s progress toward his goals is reviewed periodically, along 
with the progress being made in planning with the child’s family, school, 
and community resources. As soon as a judgment can be made that the child 
is functioning just well enough, and/or the systems in his community are 
changing their tolerance thresholds enough to support his behavior without 
undue conflict, and with a reasonable prognosis for his continued healthy 
development, plans will be made to return him to his own home and school. 
During this time the teacher-counselors become more active in working with 
the child’s parents and regular teacher. The Re-ED staff, the referring agency, 
the child’s family, his school, and the child himself are all actively involved 
in planning the return. 



Selection and Training ob Staff 

One of the innovations in Project Re-ED is the development of a 
new professional role identity, the teacher-counselor. The teacher-counselor 
is an educator whose role definition has been radically expanded from that 
of the classroom teacher. He is, of course, first a classroom teacher with skills 
in teaching basic tool subjects to elementary age children. He is also a coun- 
selor, recreation supervisor, camper, parent surrogate, and general handy man. 
In addition to the multiple skills required for wondng effectively with chil- 
dren in a total educational milieu, he must be conversant with the language 
of the mental health specialists who refer children to the school and to whom 
he turns for consultation. 

The teacher-counselor role is an attempt to provide one model that may 
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ease the acute shortage of highly specialized mental health professionals. 
Basically, the idea is to recruit successful, young public school teachers, 
provide them with a brief but rigorous training program, and give them sup 
port from mental health professionals as they move into positions of responsi- 
bility on the staffs of the Re-ED schools. This plan of induction into a 
professional role has several advantages over the training m the traditional 
mental health professions. The first, obviously, is time. Less than one year 
of graduate study is reauired. The shorter time in training is possible because 
the teachers selected for the program have already demonstrated competence 
and developed a repertory of skills with children in a public school classr^m. 
The second advantage is that the experience these teachers have had in 
regular classrooms allows a realistic estimate of their future performance, 
based on supervisors’ and colleagues’ evaluations. It is an attempt to take 
advantage of the natural variation of behavior among teachers and to bring 
into a training program persons with demonstrated empathy with childrens 
problems, creativity in approaching human relationships, and so on, rat ei 
than depending on the development of these necessary characteristics in a 
training program. A third advantage is in the efficient utilization of mental 
health professionals in training and consultation. The year of formal training 
only launches the teacher-counselor on a course of experiences which brings 
him much later to mature, well-rounded professional competence in plan- 
ning a total educational program for disturbed children. A key ingredient in 
these experiences is the availability of frequent consultation with psyc o o- 

gists, psychiatrists, and social workers. 

The training for teacher-counselors consists of three academic quarters 
of course work and practicum that lead to a master of arts degree in special 
education, with emphasis in the area of emotional disturbance. The program 
of study presumes an acquaintance with educational procedures for normal 
children and builds upon this background. Course work introduces trainees 
to concepts and procedures used by the mental health professions in working 
with emotionally disturbed children, educational procedures currently being 
used in school programs for emotionally disturbed children, and milieu treat- 
ment techniques used in residential settings. In addition to the courses that 
are aimed specifically at work with emotionally disturbed children, trainees 
take courses in remedial reading, clinical-educational diagnosis of learning 

difficulties, and techniques of counseling. 

Each trainee is also engaged in a practicum throughout the three aca- 
demic qviarters. The practicum emphasizes three kinds of experiences: (1) 
clinical education with individual children, (2) small group teaching, and 
(3) liaison work with families, schools, and community agencies. 

The practicum is centered in the program at Cumberland Hou^, the 
Re-ED demonstration school in Nashville. Each trainee has opportunity for 
observation and increasingly responsible participation in all parts of the pro- 
gram. While the work of the school does not depend upon teacher-counselors 
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in the training program, all assignments are intended to provide a real service 
as well as an opportunity for the trainee to learn more effective techniques 
of educational planning for disturbed children. The assignments vary with 
the needs of the trainee, but may include tutoring a child who is nearing the 
end of his stay; developing a remedial reading program for a nonreader; 
providing an enrichment program for a group of children in music, art, and 
science, etc.; or working as an assistant to a teacher-counselor or liaison 

teacher. 



The Staffing Pattern 



There are four roles which, in combination, provide the unique 
operational pattern in a Project Re-ED schixd as it attempts to influence not 
only the behavior of a child but the primary socializing systems to which the 
child will return. These roles are (1) teacher-counselor, (2) social worker, 
(3) liaison teacher, and (4) consultant. 

THE TEACHER-COUNSELOR ROLE 

It will already be quite clear that the success of a Re-ED school is 
highly correlated with the success of individual teacher-counselors in plan- 
ning and carrying on effective programs for children. Two teacher-counselors 
w'ork as a team with a group of eight children, setting goals, planning d^ily 
programs, evaluating progress, and articulatir.g their efforts with the plans 
foi parents, home schools, and community agencies. In consonance with the 
objective of helping smooth the child’s return to his home, school, and com- 
munity, the teacher-counselor’s initial goal-setting reflects a kind of “social 
systems’’ diagnostic thinking. Specific behaviors that have in the past created 
discordance are likely to be reflected in the goals set for a child. Since mwt 
of the children referred have a history of academic difficulties, goals involv- 
ing school achievement are likely to be given prominence and can be fonnu- 
lated quite specifically. Problems related to social responses or emotional 
reactivity are likely to be stated in general terms at the time a child is 
admitted to the school and sometimes may require a period of obser^ion 
by the teacher-counselors before particular goals can be formulated. ere 
is a continuous application of two criteria: (1) goals must be responsive to 
the social milieu to which the child will return and (2) goals must be 
feasible in a program of brief educational treatment. 

The program planned for a group of children by the two teacher- 
counselors also reflects two kinds of concerns, the individual goals just men- 
tioned and group process goals. The work toward individual goals takes 
place largely in the context of group interaction. Most children referred 
for residential treatment need to learn new techniques for relating to peers 
and to important adults in their lives. Planning for an overnight camping 
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trip, a car-wash to earn extra money, or the buiMing of a tree bouse provides 
a task orientation around which conflicts occur and problem-solving processes 
evolve. The teacher-counselors engage in a constant cycle of planning, carry- 
ing out of plans, and evaluation of results in giving direction to the group 
process and the achievement of goals for individual children. 

Two slightly different roles have emerged for the two teacher-counselors 
working with a group of children. Although both come from an educational 
background and have received similar training, one works with the group 
during the day, primarily in the classroom, and emphasizes the formal teach- 
ing aspects of the role. I’he other works with the group after school and 
during the evening and emphasizes the informal counseling, group work 
aspects of the role. They meet each day for one to two hours to review goals 
and day-to-day planning in order to maintain maximum consistency in an 
educational milieu during each child’s waking hours. 

THE SOCIAL WORKER ROLE 

The only representative of the traditional mental health disciplines 
in a full-time staff position at a Re-ED school is the social worker. It is a 
somewhat unusual social work role, eschewing direct service and working as 
a coordinator of the total program for a child enrolled in the school. Initially, 
this involves development of referral information with an agency or clinic 
and planning with the agency and family for the child’s enrollment. The 
total plan will involve four aspects: (1) the work of the teacher-counselors 
with the child, (2) the work of the referring agency with the child’s parents, 
(3) the work of the liaison-teacher with the child’s regular school, and (4) 
any special community resources that need to be developed for a particular 
child, such as remedial tutoring, YMCA membership, a part-time job, etc. 
The total plan is cast in broad outline before a child is enrolled and is moni- 
tored and modified, if necessar)', by the: social worker. The strategy of work- 
ing with all the child’s socializing “systems” is seen most clearly in this 
coordination of several different attempts to facilitate the functioning of a 
child in his various social milieus. Since the general treatment goal encom- 
passes more than change in the child’s behavior, a shift in parental attitudes, 
a move by the family to a new neighborhood, or the availability of a particu- 
lar classroom placement may hasten the return of the child to his natural 
environment. It is the social worker’s responsibility to be sensitive to these 
changes as they occur and to articulate the several efforts as they interact in 
developing a mutually positive relationship between the child and the social 
system to which he will return. 

THE LIAISON-TEACHER 

The liaison-teacher role reflects our perception of the importance of 
school in a child’s life. To some extent, the success a child has in coping 
with problems arising from demands made on him at school influences more 
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global appraisals of him made at home and elsewhere. The liaison-teacher 
has the same background of experience and training as the teacher-counselor; 
some are former teacher-counselors. The role revolves around articulation of 
the public school and Re-ED experiences for a child. Initially, before enroll- 
ment in a Re-ED school, the liaison-teacher makes a careful appraisal of the 
sources of discordance between a child and his school, ranging from specific 
reading disabilities to mannerisms that annoy his teacher or peers. This 
appraisal receives careful consideration in setting goals for the child. During 
the time the child is enrolled in the Re-ED school, the liaison-teacher helps 
him maintain contact with his home school through conferences with his 
teacher, approximating assignments wherever possible, exchange of letters 
with classmates, etc. As the planning for his return gets under way, the liai- 
son-teacher discusses with the home school teacher the remedial techniques 
that have been used, any special management problems that may still be 
anticipated, and program modifications, within the realistic limitations of a 
public school situation, that may be required. Following the child’s return, 
the liaison-teacher helps ease the transition by maintaining reguLr contact 
as an educational consultant to the classroom teacher. 

THE CONSULTANT ROLE 

The mental health specialist in the Re-ED schools functions as a 
consultant. One of the general aims of the project is to develop more efficient 
use of the available supply of psychiatrists, psychologists, and social workers. 
In line with this aim, the Re-ED schools use only educators in direct service 
roles with children, with mental health specialists in consulting roles. 

After experimenting with a variety of consulting patterns, three have 
emerged as ways of integrating the body of knowledge of the mental health 
professions into the operational pattern of a residential school. First, con- 
sultants are used to help evaluate existing clinical records on a child before 
he is enrolled. Second, many kinds of specialists are on call to meet with 
teacher-counselors on unusual problems, not only mental health professionals 
but specialists in pediatrics, physical education, social group work, elementary 
education, etc. The third pattern of consultation is the regular program 
consultant, usually a psychologist, who meets at least once a week with the 
two teacher-counselors to help evaluate goals and techniques for individual 
children. The consultant comes to each session with his background of pro- 
fessional skills and specific knowledge of the child being discussed but with 
no authority to make decisions in program planning. Decisions are made by 
the two teacher-counselors and are clearly defined as working hypotheses 
to be tested in the program and continued or discarded on the basis of feed- 
back from a child’s behavior. The relatively heavy investment in consulting 
time is intended not only to provide teacher-counselors with whatever help 
they need in solving problems of the moment but to provide a learning ex- 
perience that will allow teacher-counselors to develop into behavior spe- 
cialists in their own right. 
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Intervention in Social Systems 

The initial impetus for Project Re-ED came from a desire to create 
a staffing pattern that would substitute for the more expensive traditional 
patterns of treatment for emotionally disturbed children. In choosing to use 
educational personnel and techniques we made an implicit choice not to 
use the psychotherapeutic model, but to evolve our own conceptual frame- 
work from experience with the new staffing pattern. We were obliged to 
limit ourselves to specific goals relevant to a child’s natural environment 
which could be achieved in a short-term program relying on direct teaching 
and an educational milieu. The more conventional treatment programs do 
not always aspire to complete ‘ cure” of a child’s problems, but they do tend 
to set ambitious goals with respect to the development of new response 
patterns. They also tend to accept more or less total responsibility for modifi- 
cation of a child’s behavior to allow him to cope with all of the possible 
stresses he might encounter as he moves back into his natural environment. 

The emphasis on specific, short-term goals in the Re-ED schools has led 
to a different way of thinking about emotional disturbance. One begins with 
the premise that the identification of a child as “emotionally disturbed” re- 
flects a state of discordance between a child and the primary agents of his 
socialization, rather than a psychological condition within the child. It is a 
judgment that the normal process of socialization has been interrupted. 

The socialization of a child proceeds through the mediation of a set of 
small social systems, primarily his family and his school, with support from 
informal and formal peer group units such as boy scouts, church groups, and 
so on. One may think of a family or a school classroom as a miniature, rela- 
tively self-contained social microcosm with a system of values regarding mu- 
tual expectations of the participants toward each other. In a family unit 
the parents, as the socially-sanctioned transmitters of the culture, value cer- 
tain behaviors, attitudes, and feelings in their children as evidence that the 
system is maintaining satisfactory progress toward one of its goals— developing 
a fully socialized adult. A child’s responsibility in the socialization process 
is to learn the valued attitudes and behaviors of his socializing systems. Most 
children do. Those who do not, or who do not seem to be making reasonable 
progress toward the desired behaviors, may be identified as emotionally dis- 
turbed. Operationally, this takes place when a parent’s assessment of the 
discrepancy between expectations and behavior is so great that home reme- 
dies are no longer sufficient and assistance is required from professional child- 
socializing agencies in the community. 

This mode of thinking leads to reconceptualization of objectives. Instead 
of concentrating, as therapeutic programs do, on the intrapsychic life of the 
child and aspiring to a fundamental reorganization of personality, one concen- 
trates on the needs of the social systems of which the child is an integral 
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part; the goal becomes one of making quite specific changes to facilitate the 
functioning of the child’s socializing systems. The achievement of this goal 
might be furthered by a number of interacting events: by changes in the 
behavior of the child, by greater family stability, by changes in the program 
of the child’s own school, by providing the family and child access to a 
community center, and so on. All components might improve, a little or one 
component might improve a lot; either development could get the systems 
above threshold for sustaining the child and make them 8°’ 

While the child and his pattern of behavior are important in the plan- 
ning of treatment, he is not the sole focus of concern. One thinks of the 
entire complex of socializing systems that influence the child as ^be locus 
of discordance and the field into which one introduces change. The concept 
is similar in some ways to what Barker and Wright (1955) have called 
psychological ecology. Their interest, however, is in the influence of behavior 
settings on individual behavior, while ours is in the location of points of 
discordance between a particular child and all of the behavior settings that 
make up a set of socializing systems for him. This means that the specific 
behavior settings with which we are concerned will change from child to 
child but will include his home, his school, and the formal or informal peer 
group activities in which he is currently engaged. The particular constellation 
of systems for a child who is identified as emotionally disturbed is seen as 
temporarily out of balance. The specification of the discordance, in turn, leads 
to the specification of objectives-with regard to the child’s behavior, parents 
expectations, school programs, additional resources in the community, etc.- 
that would be expected to facilitate the functioning of the entire system. 

How shall we talk about the content of discordance and the planning 
of programs to reduce it? We are still groping toward an internally consistent 
language that will give substance to the bare ribs of our umbrella concept 
of discordance in child-socializing systems. Neither the vocabulary of edu- 
cation, emphasizing cognitive aspects of normal child development, nor the 
vocabulary of mental health, emphasizing idiosyncratic emotional develop- 
ment, offers the perspective we are seeking. One possibility is role theory 
concepts, liberally reinterpreted to fit our need to talk about relationships 

within a complex of social systems (Brim, 1959). 

Role theory concepts are based on an interaction of two persons with 
complementary expectations. Whatever the nature of the mo roles-parent- 
child, teacher-pupil, etc.-the identification of a role-relationship implies a 
set of mutual expectations that structure for each participant his obligations 
and privileges with respect to the partner. Most parents, for example, include 
in their concept of parent-child roles an expectation that the parent Provides 
food, clothing, and protection against physical hazards and that the chi d 
conforms to household routines like mealtime, bedtime, and care of family 
property. The child in the relationship may or may not share tjie parents 
role expectations, but he will have a role concept of some kind. Thats not 
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fair!” or some variant reflects the child’s perception of another person’s viola- 
tion ol his expectation. The “presenting symptoms” attributed to an emo- 
tionally disturbed child may be construed as a judgment by his parents that 
the child’s role performance is not meeting the parents’ expectations. 

The concepts of role prescription and role performance are used to distin- 
guish between a generalized social norm and the behavior displayed by a 
person in the role. A slight modification must be made in analyzing the role- 
relatior ship between two particular persons to make the concept of role 
prescription flexible, depending on the context in which the relationship 
exists. That is, the child’s role prescription for the father-son interaction 
diflFe s from that for the older brother-younger sister, but the father-son role 
prescription also changes with the setting— for example, it is different at the 
supper table than it is at the swimming pool. A child’s role prescriptions 
also change through time as a function of generalized expectations of chil- 
dren of different ages— “He should be able to keep dry at night.” “He should 
be out playing with other boys his age,” or “He should be getting interested 
in girls.” They change, less predictably, according to parents’ moods or 
momentary concerns, and thus there is an implicit requirement of children 
to be sensitive to the current arrangement of values in the hierarchy of role 
prescriptions held for them by the natural evaluators in their lives. 

As psychological constructs for thinking about problems of emotionally 
disturbed children, role prescription and role performance focus our atten- 
tion on the visible aspects and judgmental consequences of disturbing or 
discordant behaviors. Rather than inquiring into the cause of the problem 
at the level of the psychodynamics of the child, we approach the manifesta- 
tions of the problem quite directly from the parents’ statement of presenting 
symptoms, or the statements of other “natural evaluators.” Reeducation, from 
the child’s point of view, involves the learning of new roles and the unlearn- 
ing of old roles. For other participants in the child’s socializing systems, re- 
education may also involve the learning of new roles, but particularly will 
involve learning of new role prescriptions held for the child. Our efforts in 
reeducation are therefore directed toward two complementary goals: (1) in- 
creasing the congruence between the role prescriptions held by the systems 
and those held by the child and (2) increasing the congruence between 
these role prescriptions and the child’s role performances. It is the achieve- 
ment of these goals that reinstates a balance of mutual positive reinforcement 
and reduces discordance in a system. 

What is the content of these role prescriptions and role performances? 
What is it that a parent has in mind when he thinks about how his child 
should be? Clearly, one aspect is observable behavior manifested by the child. 
“He ought to pick up his clothes” or “He ought to read better,” for example. 
In other ways the content of role prescriptions is related to inferred aspects 
of behavior, a child’s motivation or feelings. “He should try harder in school,” 
“He should love his parents,” etc. A third element in the content of role 



365 



PROJECT RE-ED: EDUCATIONAL INTERVENTION 

prescriptions has to do with the effect of the child's role pertoance on other 
Arsons. “He should be popular with other children” or His parents should 

be able to trust him.” , , , .1 u-n 

Whatever the content of the role prescriptions held for a particular child, 

his task is to learn the role prescriptions, and their accompanying role be- 
haviors, as they apply to the social interactions in which he participates. He 
learns that certain ways of thinking and feeling are better than others, that 
certain ways of behaving are better than others, and that certain reactions 
from other people are better than others. But he must also learn that better 
varies with which particular person is the role partner and under what par- 
ticular circumstances the interaction takes place. 

In this context, emotional disturbance might be defined as an accumu- 
lation of discrepancies between role performances and role prescriptions held 
for the child by a child-socializing system, such that he can no longer be 
tolerated by the system in its present state. By this definition, there are two 
sources contributing to the discrepancy: the child’s behavior, broadly con- 
strued to include motivation and the social consequences of his behavior; 
and the parent’s expectations, implicit or unconscious as well as explicit, and 

relative to the vagaries of time and place. 

It may be helpful to analyze this discrepancy from the point of view 
of a child whose role performance is inadequate. Three conditions may pre- 
vent role performance that can be evaluated as successful and may lead to 
a iudgment of discordance. First, the child simply may not have the ability 
to perform the role prescription held for him. Second, he may not be aware 
of, or comprehend fully, what the role prescription is. Third, he may hnd 
the consequences of the role performance less satisfying than those of com- 
peting roles. Let us examine each of these limiting conditions. 

With regard to ability, our understanding of individual differences re- 
quires that we establish realistic limits for our expectations of a child, 
an inability involves reading, our expectations of reducing the discrepancy 
by working with the child would be structured by our understanding of the 
limitations of the child to learn. Assuming for the moment that most of the 
discordant behavior we encounter is not a function of mental or physical 
handicaps, some problems can be classified as simple deficits m specific role 
performance ability. These involve mostly technical skills and can be dealt 
with by straightforward remedial programming. The child knows clearly 
what is expected of him, is motivated to acquire the skill, and is guided 
throuoh a sequence of experiences that improve his performance, as in a 
remedial reading or physical education program. While children whose pre- 
senting symptoms are as simple as this are not often referred for treatment, 
most of :he children we encounter have ability deficits which do need at- 
tention during the later stages of their treatment. There have been other, 
more pervasive, role behaviors that have interfered with the learning 0 
these specific skills. A boy, for example, who has been unable to formulate 
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for himself a role prescription as an active, assertive male will need con- 
siderable practice in athletic games, fighting, or whatever skills are appro- 
priate as he begins to develop his new role. 

The second source of discrepancy, the failure of a child to understand 
what his valued role prescriptions are, presents a more serious kind of prob- 
lem and will account for many children referred for treatment. Lack of clar- 
ity in a child’s knowledge of the valued role prescriptions held for him may 
be based on incomplete or inaccurate information. A boy in a fatherless fam- 
ily may not be able to display role performance congruent with his mother’s 
unverbalized masculine role prescriptions for him simply because he has had 
no models, human or verbal, available to him. Children’s understanding of 
role prescriptions for them may also be unclear because of conflicting in- 
formation from different sources, like father and mother or family and neigh- 
borhood, or from rhe same source, which shifts unpredictably between con- 
flicting role prescriptions. 

Whatever the source, when a child’s inadequate role performance is 
based on inadequate formulation of his role prescriptions, the program of 
reeducation must include behavior models in the form of stable adults and 
verbal analogies. Having children live and work in the company of adequate, 
responsive adults allows the children to use them as role models. The same 
general notion is present in the examination of the lives and motivation of 
great men in history. The more specific aspects of a child’s formulation of 
his own role prescriptions come about in the intimacy of group living, and 
the conflicts stimulated by this intimacy, with the opportunity for discussion 
and resolution of varied role performances. Assuming a continuous and re- 
alistic evaluation of the role performances that occur naturally in group inter- 
action, new role prescriptions are developed, tested, and clarified, and emerge 
as new role performances. 

In problems that involve failure in role performance due to ability and 
in problems attributable to a lack of clarity in the child’s role prescriptions, 
one assumes a generally favorable orientation toward other human beings as 
a source of motivation for new learning. A withdrawn child can entertain 
and try out new roles if he regards the adults in his new surroundings as gen- 
erally rewarding. The same will be true of a child who has some sort of 
serious gap in his repertory of role prescriptions due to absence of experience 
in some areas of behavior. He will be willing to engage in new role per- 
formances if the support and encouragement of adults is gratifying to him. 
The most difficult problem encountered in the reeducation of disturbed chil- 
dren is one in which we cannot assume the efficacy of social reinforcement. 
Where a child’s inability in role performance can be attributed to unconcern 
with, or outright rejection of, other human beings as a source of reinforce- 
ment, the quality of the problem and the relearning required to cope with 
it seem very different. 

We encounter children who are unresponsive to appeals to try new role 
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behaviors based on acceptance and approval. Their engagements with living 
are solitary or, where other people do become involved, antisocial and dis- 
ruptive. It may be useful to think of this kind of problem as primarily motiva- 
tional and prior in time to the learning of new role prescriptions and role 
performances in the sequence of reeducation experiences. The two other 
kinds of relearning depend heavily upon relationships with other persons as 
a source of motivation. With motivational problems it is the ability to relate 
that must be relearned— the experiencing of other human beings as depend- 
able sources of gratification. One promising approach to this problem has 
evolved from an operant learning paradigm, making use of whatever tangible 
rewards the child is presently motivated toward. A behavior modification 
program in oiir setting has a dual function: first, to help the child learn 
some simple skill, such as conforming to basic classroom routines; and second, 
to help him learn that there is predictability and gratification in relationships 
with adults. Simple desensitization routines have also proved useful with 
children who have school avoidance problems. 

Another possibility for a child whose failure in role performance is due 
primarily to motivation is the development of a separate “vestibule program 
before being enrolled in the regular Re-ED school. The readiness of these 
children for learning academic skills and for discussion of mutual role per- 
formances is probably no greater than that of developmentally normal chil- 
dren who are some two or three years younger. Perhaps it is less because 
of the range of negative responses already learned with respect to other persons. 
The kind of unstructured, primitive camping program we operate at one of 
the Re-ED schools may be uniquely appropriate with children whose learn- 
ing objective is an attitude of basic trust and enjoyment in a relationship 
with another person. Without the conflicts and antagonisms aroused by 
schedules and group management problems, a few of these children in the 
presence of a protecting, nurturing adult can begin to attach a positive valence 
to the adult which generalizes to other phases of the program. Only after 
people become rewarding can a child engage himself in the learning of new 
role prescriptions and role performances. 

While it is convenient to separate these three sources of deficit in role 
performance for purposes of discussion, it is probably not realistic to think 
of a single child as deficient in ability or understanding or motivation. Prob- 
ably most children referred as emotionally disturbed will have a mixture of 
all three kinds of difficulties contributing to discordance in their socializing 
systems. The usefulness of the role learning concepts is that they emphasize 
specific behavior modification in a program for a child and guide our aspira- 
tions for, and our evaluation of, his progress. At the same time they identify 
contributions of the socializing systems to the perceived discordance and sug- 
gest modifications in the child’s ecology which will support the changes in 
his behavior. A different parental response to the child’s aggressive behavior. 
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a different teacher, enrollment in a community recreation program, and other 
modifications in the child’s natural environment are equally important in a 
plan to reestablish equilibrium in the total child-socializing system. 
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Introduction 

For many years, professional disciplines involved in the educational 
and developmental problems of children have been concerned with the school 
age child who cannot be taught in a regular classroom because of emotional 
problems. Research has developed reasonably good techniques for their early 
identification and diagnosis. Once identified, the children, more often than 
not, are then excluded from school. If and when they are again ready for 
school, they return as educational cripples-handicapped educationally in 
comparison to their age-grade peers-which in turn can lead to further malad- 
justment. More serious is the fact that most of these youngsters become the 
nation’s “attic” children, a liability to themselves, their families, and the 
community. The problem of developing a program of education adapted to 
the needs of these children was faced by the Union Free School District # 16 , 
Elmont, New York, which believes in the philosophy that the public schools 
are responsible for an educational program adapted to the needs of all of the 
children of all of the people. 

Elmont is in Nassau County, Long Island. It is contiguous to Queens 
and is midway between the north and south shores of Long Island. The 
greater part of the western boundary marks the dividing line between this 
school district and the borough of Queens. The unincorporated area in the 
district is a part of the town of Hempstead. The community is flat, with 
paved, orderly, treeless streets, and, like many communities in Nassau County, 
devoid of large open areas for the recreational use of residents. 

Elmont’s location is such that it cannot be classified as urban or surbur- 
ban. It is technically a suburb of New York; but in actuality, it is a suburb 
with many urban characteristics. The community itself is not currently self- 
supporting, and probably never will be, since there is almost no land remain- 
ing for industrial develop' lent. The community consists largely of private 
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residences and their supporting neighborhood shopping centers. Since there 
is no industry (other, perhaps than the Belmont Race Track), most of the 
residents do not earn their living locally. They commute to New York or to 
other Long Island areas which have industry. There are some, however, who 
do live and work in Elmont; for example, a small number of professional 
men. In addition, a few businessmen live and work in Elmont; but most of 
the shopkeepers commute from New York City or from other Long Island 
communities. 

There are four community service organizations: Kiwanis, Chamber of 
Commerce, Lions Club, and Italian Mutual Aid Society; but none of these 
appears to be a strong unifying influence in the community. 

The school district has mushroomed to its present size only recently. 
Fifty years ago a one-room rural school house adequately served the needs 
of Union Free School District #16, and the annual school budget at that 
time totaled less than $1000. There have been several periods of rapid 
school population growth, each accompanied by increases in school facilities. 
These occurred in 1924, 1929, and during the post-World War II period, 
which marked an era of growth that has been equaled by few communities 
in the country. In the 1930’s, there were approximately 2,000 pupils in 
kindergarten through eighth grade; by 1946, there were 3,000 school children 
in the district; by 1949, the kindergarten to eighth grade enrollment had 
reached 3,600; by 1960, there were approximately 6,000 pupils in grades 
kindergarten through six alone, and another 3,000 in grades seven to nine. 

TTie gross population in Elmont today is close to 50,000 people. As noted 
above, the vast majority of this population is housed in private dwellings 
that, at today’s market price, would be salable in the $15,000 to $25,000 price 
range, with a few running higher, and some running quite a bit less. Some 
of the housing is substandard, especially in those areas found adjacent to 
the race track, where garages have been converted into living quarters. 

As might be expected, Elmont’s residents consist primarily of relatively 
young families who moved from New York City to an area considered subur- 
ban to secure the advantages of suburban living for their children. The 
Elmont School District, certainly in comparison to many of its Long Island 
and Westchester neighbors, is not an especially affluent one. Its ability to 
pay for education, as determined by the relationship of its real estate value 
to the number of students to be educated, is low. 



Facilities of the School District 

To accommodate the special educational needs of pupils with vary- 
ing degrees of emotional disturbance, this school district utilizes a variety 
of diagnostic and educational facilities. These include the following: 
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MEDICAL SERVICES 

Each of the seven schools in the district has its own school physician 
and its own nurse-attendance teacher. There is, in addition, a su^rvising 
school physician. As a result of his exposure to the many ^ychological 
problems faced by the school district, the supervising school physician has, 
himself, undertaken a program of further study and training and is now a 
psychiatric resident at Hillside Hospital. The knowledge and insights he 
Mins there are passed on to the other school physicians who, m turn, can 
facilitate understanding and communication b^vveen t e sc oo is ric 
and the family doctors of the district’s children. There is also a supervising 
nurse-attendance teacher, as well as a psychiatrist, an oto ogist, an 
opthalmologist, who are available on a part-time basis. 

SPEECH AND HEARING SERVICE 

The district employs three full-time speech and bearing teachers. 
They have a direct remedial teaching responsibility for individual chi ren 
and small groups of children. In addition, they work closely with classroom 
teachers in order to help them to function more effectively with children who 
have less serious defects. The speech and hearing teachers also have r^ponsi- 
bility for the identification of defects by means of annual speech and hearing 
tests which are administered to all children. 

PSYCHOLOGICAL SERVICES 

The district employs three full-time school psychologists and a part- 
time psychiatrist. Their function is to provide diagnostic and appropriate 
follow up services for children who are troubled and to assist parents in o^ 
tainine treatment for themselves if they are seen as contributing to the malad- 
iustment of their children. The services of the West Nassau Community 
Mental Health Center, as well as other welfare, clinical, and family service 
agencies, are utilized to help implement this diagnostic and treatrnem pr(> 
gram. This team has a preventive responsibility as well, which is discharged 
primarily through group and individual meetings with principals and tethers 
for the purpose of increasing their skills in a number of relevant areas. These 
include methods and techniques for interacting and dealing with children, 
the establishment and maintenance of good mental health climates m all 
classrooms, the development of sufficient skills to permit early identification 
of children in need of psychological services, and a consideration of optimal 
mechanisms for combining their respective resources m providing service for 

troubled children. 
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VISITING TEACHERS 

The district employs two full-time visiting teachers. Their function 
is to work with the permanently and temporarily homebound children of 
elementary school age. They provide instruction for the homebound child in 
basic subject areas that parallel the programs of instruction in the same age 
and grade level in the schools. 

ITINERANT TEACHERS 

The district employs four part-time itinerant supplementary teachers. 
They have no classroom assignments. Their function is to work with emo- 
tionally disturbed children in the school buildings on a one-to-one or small 
group basis outside the regular classroom. They do this by providing periods 
of tutoring and/or remedial instruction similar to that provided by the pre- 
viously mentioned visiting teachers. They provide instruction in basic subject 
areas that parallel the teaching program that is going forward in the class- 
room. These services are scheduled on an individual basis as they are needed. 



READING TEACHERS 

The district employs three full-time helping teachers with a spe- 
cialization in reading. These are teachers who work in a staff capacity for 
the purpose of improving instruction in basic subject areas. They function in 
a consulting capacity to classroom teachers and in a direct teaching capacity 
with individual children and/or small groups of children who require reme- 
dial tutoring. Among those requiring reading help are a number of young- 
sters whose academic deficits are quite likely a direct result of an emotional 
problem. 



SPECIAL SUBJECT TEACHERS 

The district employs special subject teachers in the areas of art edu- 
cation, music education, physical education, and library services. In addition 
to their responsibilities to the general school population, these special subject 
teachers are an important adjunct to the district’s program of special adapta- 
tions for the child with emotional problems who cannot tolerate a full day 
in the self-contained classroom and whose program is, therefore, structured 
to include extra periods of art, music, physical education, library work, etc. 
The subject matter as well as the close relationship with a special teacher 
seems to help. The decisions concerning special programming for these chil- 
dren are made on the basis of interdisciplinary staffing conferences which 
include representatives from all the special services, classroom teachers, and 
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any others whose involvement with the child in question may shed light on 
diagnosis and/or recommendations. 

GROUPING POLICY 

The philosophy of grouping in District #16 is to recognize its neces- 
sity, but to accomplish it in such a way that the child is not lost in the group. 
Instead, the grouping itself becomes an instrument, in a limited sense, that 
helps the child’s intellectual and emotional growth. This is accomplished 

by evaluating: 

1. various lacets of an individual child s personality, 

2. the child’s social and emotional adjustment to teachers and classmates; 

3. the strengths and weaknesses of the child’s academic achievement; 

4. the teaching and personality strengths and weaknesses of individual 
teachers so that, to the extent that it is feasible, each youngster is 
matched to a teacher who is likely to contribute more to his develop- 
ment than other teachers in the same grade. 

The objective, then, in School District #16 is that of “harmonious” 
grouping, something of a compromise between the more traditional extremes 
of completely heterogeneous or completely homogeneous groupings, sing 
such a procedure, there is overlap among groups with res]^ct to ability, ut 
within somewhat narrower ranges than would be the case in a purely hetero- 
geneous grouping system. Therefore, when the building principal and teachers 
have completed the preliminary work in connection with grouping, the schoo 
psychologist reviews the placement of each child to insure the proper im- 
plementation of the district’s grouping policy. Retentions and accelerations, 
too, are reviewed individually by the school psychologist. 

Despite these not inconsiderable facilities for adaptation and accommoda- 
tion to the educational needs of children, the school district has in its pupil 
population, as does every school district, a number of youngsters whose 
degree of emotional disturbance is serious enough to preclude their progress 
in normal classrooms and disturbing enough to inhibit the educational prog- 
ress of the other children in the class. To provide some organized educationai 
facility for these atypical children, the school district embarked on the Project 

for Disturbed Children. 



The Project for Disturbed Children 

The youngsters in question, generally speaking, are of normal intelli- 
gence; however, they are characterized by a more than usual amount of vari- 
ability. This variability shows up at the level of IQ testing as well as in 
terms of their day-to-day and even hour-to-hour functioning. Their behavior 
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is oftentimes unpredictable; they are hyperactive, distractible, impulsive, and 
irritable; they hav-. difficulty in abstract thinking; they are anxiety rid^n, 
emotionally immature, perseverative; usually they are school failures. Not 
all of these children show all these characteristics, but all show some. It is 
this fact that makes it unwise to work with them in a normal classroom 

situation. 

District #16 was convinced that special classes were not the answer to 
this problem. From a characterization of these children, as well as from re- 
lated literature, it appeared that the kind of program needed would have to 
be custom made for each child in order to reduce distractibility to a minimum 
and to establish a one-to-one relationship between pupil and teacher. Group 
activities would need to be included, and on-going psychiatric and Psycho- 
logical guidance would have to be provided both for children and staff. No 
school district, including District #16 which is relatively unfavored eco- 
nomically, could afford to provide a teacher for each pupil and the space 
needed to minimize distractions. 

Recognizing these factors and faced with the problem of an ever present 
group of seriously disturbed children, the district set about to create for 
the 1959-1960 school year, a specialized program within the established edu- 
cational framework of the community. The general objectives were to provide 
each of these seriously disturbed children with an individual education and 
training program based on his identifiable needs. This program was to 
developed around the concept of total programming for seriously disturbed 
children using the combined concepts of educational training, psychological 
identification, and psychiatric insight. If this could ’ ■ successfully achieved, 
there would evolve a concept of the educational sewing being organized tor 
education, but concomitantly becoming a therapeutic milieu. 

To structure such a program became, then, an administrative problem. 
The task was one of finding several available classrooms and teachers for the 
six original children (who had been identified as needing this program) on 
a one-to-one basis -.j well as a sponsoring organization to assist with the 
financial support. The ultimate goal of the educational program was to be 
individualized training through optimum relationships and final reintroduc- 
tion of the child to the regular classroom setting without ever totally separat- 
ing the child from the family or community structure. By providing the 
necessary specialized program within the context of a one-to-one relationship 
and preventing the child’s exclusion from the community, it was felt that 
the educational program itself could become therapeutic to the child. A basic 
premise of this approach is that proper education and training can be a 
therapeutic process. By working within the established framework of the 
family and the community, the disruptive effects of separation anxiety which 
impede progress in residential treatment programs could be eliminated. It 
was also likely that successfully treated children could be returned to regular 
classrooms sooner and would be better able to function in a group, free of 
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educational deficits serious enough to constitute a barrier to their adjustment 

in the normal educational setting. „ r i. * i 

In casting about for a possible solution, it seemed that all of the potential 

resources needed for an approach to the resolution of this problem were at 
hand in the community, but they were either unorganized or under juris- 
dictions apart from the Board of Education. Since space could not be provided 
in the schools-there were already 6,000 children in buildings with a rated 
capacity of 4,800-space would have to be developed elsewhere, and free of 
charge. As in almost all communities, there were areas not normally used 
during school hours, e.g., church halls and basements, fire department meet- 
ing halls, American Legion dugout, etc. A neighbor, the Elmont Jewish 
Center, was just completing a building with ten classrooms, an arts and era ts 
room, a kitchen, a playground, and even an outdoor swimming ^1. Ihis 
seemed ideal. Permission was requested and granted for the use of six class- 
rooms and any of the other facilities which the program needed. The board 
of Education agreed to supply transportation for the children, a teacher super- 
visor, the psychological and psychiatric consultant^ services, an s an 

supplies which were normally a part of the district’s equipment. 

The Elmont Kiwanis Club agreed to sponsor the project and to provide 
some financial support. For instance, the club paid the premiums ^ insure 
the center and the staff from suits should a youngster be injured. The club 
provided about $600 for special equipment needed, such as the two-sided 
easels and flannel boards used for each child, electric answer Iwards, large 
locked steel cabinets in which to store and secure gear and equipment, and 
the milk and cookies provided for each child during daily snack periods. 

The most difficult problem, however, was how to procure a teaching 
staff in numbers sufficient to make possible a one-to-one relationship with 
the children. Furthermore, the kind of people needed-warm, empathic, ma- 
ture, emotionally stable, and dedicated-are difficult enough to find, even it 
salary were available. There were in Elmont, as in most communities, women 
of this kind who have done a good job with their own children and who 
were in a position to contribute some of their time to community activities. 
From among such women came the “teacher-moms.” No widespread appeal 
was made for these “teacher- moms” -p order to avoid the necessity o refusing 
the help of people not deemed suitable for working with these children. By 
personal contact, a number of mothers were invited to contribute two morn- 
ings each week to working with a child, the work to be done under the 
supervision of the professional educational staff and the psychiatric director. 
These mothers were interviewed by the educational administrator and t e 
psychologists. Every effort was made to discourage them by painting a black 
pktme of what they were about to get into. These interviews provided a 
good opportunity for the professionals to obtain some insights with regard 

to the volunteer herself. , , . i i 

It was felt that if two mothers were teamed and assigned to a particular 
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child two mornings a week each, this would come very close to providing the 
theoretically desirable one-to-one relationship, in ad ition to eing a e ^ 
account tor tour mornings a week of instruction. There was no trouble m 
securing the original twelve “teacher-moms” to smrt w.th the original six 
children. Indeed, the enthusiasm ot the mothers tor the pro^am was such 
that it was possible to recruit an initial group ot eighteen, w.th twelve ^v n 

actual assignments and the remaining six placed on an on-call or subs i 

basis. The program is now expanded to include thirty-eight teacher-moms, 
twenty-eight assigned to active status with the fourteen youngsters current y 

enrolled and the remaining ten in a standby status. 

The teams were thoroughly briefed about the child with whom they 
would be working by the professional staff. They were given appropriate 
educational materials and a sketchy introduction to teaching methodology, 
and the enterprise was under way. A teacher specializing at the primary- 
Ptade level was detailed to the project to be assisted by the teacher-moms 
t needed, to supervise and coordinate the details of supply, transportation, 
etc. The school district's psychologists, the supervising school physician, and 
the psychiatric consultant worked closely with the "teacher-momG as they 
began to feel their way in as.sisting these children toward personality Integra- 

tion and educational development. • • i ^ 

As a direct extension of the elementary teacher in charge, the prmcip e 
to be used by the “primary-grade teacher” and the “teacher-mom assigned 
to assist would include: individualization of the program to meet the chil s 
iudeed psychological, emotional, and educational needs; integration ot the 
child’s activities with those of other children in the group to the greatest pos- 
sible extent; the use of multiple combined modalities such as motor, visua , 
tactile, and auditory, in the overall teaching process; maximal utilization of a 
close interpersonal relationship between the child and a 
adult; keeping learning periods brief so as not to overtax the child s limited 
attention capabilities; providing rewards for appropriate responses; limiting 
extraneous stimuli; and providing sufficient external controls and limits in 
order to reduce impulsive acting out behavior in the child. A typica pre 
scription” which serves as a guideline for the teacher in charge and e 

“teacher-moms” follows: 



Name of Child: 
Reading: 



Social Studies: 
Spelling: 



Stevie 

Weekly Reader 3 and 4 

Ginn “Roads to Everywhere” 4th Book 

Dictionary 

November-Fingerplays 

December— P oems 

Book about Missiles-Science 

Indians, Settlers, and Pioneers 
Silver Burdett-Book 4 
Language Roundup— Book 4 



m 
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Math: Modern Arithmetic— Book 4 

Manipulative Material 

Divided Curriculum: Mrs. N. R. (Teacher-Mom, Mon. and Wed.) will pick up 

the responsibility for the reading and arithmetic. Mrs. B. 
K. (Teacher-Mom, Tues. and Thurs.) will pick up the 
responsibility for reading, spelling, and language book. 

Last 15 minutes may be used for outdoor activity. Of necessity this plan must be 

flexible. Materials will be added and subtracted as progress is noted. Repetition is 

built into plan. 

Psychological: 1. Anticipate his clinging to the work at hand in some areas to 

the exclusion of other areas, e.g., arithmetic. Skillfully ma- 
nipulate him toward another area. 

2. Stevie may have trouble functioning in the group because he 
wants to be the center of the group while having ambivalent 
feelings about it. If he cannot be maintained with these adap- 
tations, he should be removed. 

3. Because Stevie, at times, lives in his own world, limits and 
boundaries must be provided from without. 

4. If Stevie appears to be living in his own world, every attempt 
should be made to bring him back to the reality world. 



A typical morning for a child and his “teacher-mom follows:^ 



The teacher-mom meets her project child as he gets off the station wagon, 
escorts him to his assigned room and helps him stow his gear and clothing. S e 
then takes him to the “good-morning” room, where the professional teacher-in- 
charge is waiting to conduct the opening group exercises. These consist o t e 
salute to the flag and a short reading and discussion period. The reading and dis- 
cussion evolves from what the teacher-in-charge has written on the blackboard, or 
from "show and tell.” She tries to include sentences at the reading level of each 
of the children which, when put together, make a paragraph about the days 
weather, or a holiday or an event, or something with which the children are 
familiar. Discussion is encouraged. The opening exercises may last a very few 
minutes or as long as fifteen, contingent upon the manageability of the group that 

^ While this is going forward the teacher-mom has secured the books, games, 
and equipment she plans to use that morning, and is in her assigned room ready 
to receive her child when he returns from the opening exercises. She sits next to, 

and close to, the child, and the day’s work begins. 

She may begin with reading, usually using the reading series and supple- 
mentary materials available to the professional teachers of the district. She is en- 
couraged to follow the teacher’s manual more closely than a professional teacher, 
because the manuals are well developed guides and provide comprehensive direc- 



1 Reprinted with permission of The Macmillan Company from Teaching the 
Troubled Child by George T. Donahue and Sol Nichtern. Copyright, © The Free 
Press a Division of The Macmillan Company 1965. 
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tions on how to teach the series with which she is working. From reading she 
moves to other subject areas, such as arithmetic, spelling, language skills, social 
studies, science. These activities, interspersed at her discretion with games, or 
talk, or a walk, or listening to records, go forward until 10:30 a.m., at which 
time there is a snack break. She takes her child to a large room with a long table 
and benches. One of the children and his teacher-mom have laid out the cookies 
and milk beforehand— which is done on a rotating basis. All the children as a 
group sit down and have their snacks under the supervision of the professional 
teacher-in-charge. 

While the children are having their snacks, the teacher-moms usually as- 
semble in the kitchen for coffee and cookies. Here there is much discussion of the 
project children, although sometimes it is more social conversation than profes- 
sional. The snack-time and coffee break takes fifteen or twenty minutes, at the 
end of which the teacher-mom returns to her room to continue work with her 
child, following the plan for the day as agreed upon with the teacher-in-charge. 
If other group activities are scheduled they usually occur during the time between 
the end of snacks and the end of the morning. At 11:45 the teacher-mom begins 
to get her child ready to go home. At this point she completes her log of what tran- 
spired with the child that day, and leaves it with the teacher-in-charge so that it 
is available for her teammate teacher-mom. 

In the course of the morning she has probably been visited by the teacher- 
in-charge, who provides on the spot direction and suggestions for furthering the 
child’s educational program. 

This is a reasonably normal morning. There are some mornings that are not 
normal, however, because these children vary in their behavior and response from 
day to day, hour to hour, and sometimes minute to minute. What the teacher-mom 
brings to the child is her own emotional climate— that of an affectionate, under- 
standing mother. Her empathy with the emotional needs of the child may result 
in her altering his academic program, even to the point where it is discontinued. 
When she senses tension building in the child she is free to lead him away from 
the academic learning experience by playing a game, taking him on her lap, going 
for a walk. This leads to a relationship learning experience, which frequently 
obviates academic or emotional failure for the child. She may even decide to 
remove the child completely from the structure by taking him to the firehouse, or 
the post office, or just out on the playground. 

She must be perceptive enough not to respond to provocation by the child. 
Here she may lean heavily on the teacher-in-charge or the psychologist, even to 
the point of having the other professionals take over completely for a short period 
of time. Sometimes the teacher-moms have teamed up to handle an acting-out 
child. In short, the teacher-moms are constantly interfering with the expected, 
disturbed patterns of these children. This they are in a position to do promptly by 
virtue of the one-to-one relationship. 

She must use her judgment and imagination at times to help the child over- 
come his academic learning difficulties. The result has been the utilization of some 
highly unorthodox teaching methods and materials. With the assistance of the 
teacher-in-charge and the psychologist, because the teacher-mom recognized that 
the child retained little or nothing of what had been taught over the past few 
weeks, learning programs have been modified even to the point where a child has 
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been stopped and started all over again. Incentives such as cookies, candy, stamps 
or coins for a collection have been used. One teacher-mom found that by allowing 
her project child, a girl, to fix her (the teacher-mom’s) hair she could return the 
child to concentration for another period of time on the learning task. A teacher- 
mom began to recognize in one child a need to be fed as he was taught, tor, as 
he put it it was “brain-food.” Perhaps for him it was, since by ingesting food and 
learning simultaneously he was providing himself with two ingredients essentia 
for survival. Another teacher-mom, working with a boy, found that allowing him 
to stand up and move about helped him concentrate. She even made use ot his 
preoccupation with clocks, not by removing the clock but by keeping one close 
enough so that his preoccupation was channelized, thereby permitting another part 

of him to concentrate on reading or arithmetic. 

A group activity of about twenty minutes’ duration is provided toward the 
middle of the morning, which includes arts and crafts, music education, Fysica 
education, or story time. Other group experiences include the daily snack-break 
of milk and cookies, and the children’s riding together m the schwl distncts 
station-wagon bus to and from school. Each child’s birthday is celebrated by a 
simple party during snack time. The teacher-moms supervise these group activities 
on a rotating assignment basis, usually two or three to an activity. Increasing use 
is being made of the playground facilities for free play and organi^d games, and 
seems to be working reasonably well (Donahue & Nichtem, 1965). 



The women are accepted as the fourth member of the professional team 
and are treated as professionals. The theory behind the program is that the 
teacher in charge will get her work done, as will the psychologist and me 
psychiatrist, through these women. Close supervision of their work is accom- 
plished by the teacher in charge, who is at the project full-time. She works 
with the “teacher-moms” individually and in small groups, advising and 
coaching them. She helps them advance the child’s education by evaluating 
what they are doing and how they are doing it. She is alert to the interper- 
sonal dynamics between the child and his “teacher-mom and frequent y is 
the bridge between the “teacher-mom” and the psychologist or psychiatrist 
whom she may contact at any time. The psychologist is scheduled to work 
at the project one-half day every two weeks, although she is on call at 
all times if needed. The psychiatrist visits three or four times a year, or as 
needed. Group meetings of the “teacher-moms” are scheduled twice a year 
with the combination of teacher in charge, psychologist, psychiatrist, and 
school administrator. But again, this is flexible. If the need arises, a meeting 

is scheduled. 



Program Outcome 

Periodic comprehensive evaluation of the children in the program 
was undertaken, usually at the beginning and the end of the academic year. 
Such evaluation included: traditional clinical diagnostic procedures with 
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tests such as the Rorschach, Wechsler Intelligence Scale for Children, Bender- 
Gestalt, Draw-A-Person, and Children's Apperception Test administered by 
the psychologist; direct observation of the child by the psychiatrist and psy- 
chologist; standard educational assessment procedures such as report card 
grades, achievement test scores, and teacher judgment; and, often times, inter- 
views with parents. These varied data were typically brought together into 
a clinical conference concerning the child in question, and judgments with 
respect to progress and disposition were made by participating professional 
personnel at that time. 

Perhaps some of the outcomes of this program can be illustrated by a 
series of brief clinical resumes presented in the form of case vignettes about 
specific children. The information provided, in each instance, derives from 

the sources described above. 

D. C.— Male— 7 years, 5 months. His diagnosis was schizophrenic reaction 
of childhood. The situation was complicated by considerable pathology in the 
total family situation. His mother had been hospitalized for mental illness, 
and his father was also disturbed. The child developed much better controls, 
a longer attention span, real enthusiasm for the work and learning situation, 
and a positive relationship to his “teacher-moms" and some of the other chil- 
dren. His hyperactivity was greatly reduced, and coordination showed marked 
improvement. He was phased into i. regular first grade of twenty-eight chil- 
■ dren and is now in sixth grade. 

B, T.-Female-7 years, 7 months. Her diagnosis was mild cerebral pa’lsy 
and mental retardation, poor coordination, short attention span, little interest 
in other children, poor hand-eye coordination, distractibility, and hyperactiv- 
ity. B. T. progressed to the point that she could handle a pencil and produce 
basic forms. Her attention span increased, and her interests broadened. She 
acquired some impulse control, completed the readiness program, learned to 
identify and write her name, developed arithmetical concepts of most-least, 
first-last, sequence, bigger-smaller, etc., and left to right progression. She is 
now successfully functioning in one of the district’s classes for the educable, 
mentally retarded. 

J. A.— Male— 8 years, 8 months. His diagnosis was schizophrenic reaction of 
childhood with the severe regressive symptom of soiling. He was hyperactive, 
harmful to others, and so disruptive that he could not be contained in the 
regular classroom. In addition, there was considerable family pathology. His 
parents would not cooperate with the therapeutic proposals offered by the 
local mental health center. When placed in the educational-therapeutic mi- 
lieu, this child progressed rapidly, both academically and socially. His soiling 
ceased. His relationships at home improved. He began to relate well to the 
other children in the program and was phased into a regular third grade on 
a half-time program. ]. A. is now functioning well in sixth grade. 
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c M -Female-S years, 1 month. An aphasic child with organic involve- 
and e::ens Jentotional problents, this child ^ 

lid the wL completely hopeless and should be totally exempted from 
jl“l C M was a co^lX “"rawn child. She now enjoys physKal 
contact. She has improved impulse control and appears to be » W »» 

mk'she ™‘s llaCphtsed inti “conTS in T 

Ih-gide kvetshe lfanlltlamtn”tril Zi s^lls 

and a desire to communicate. 

R L -Mole-8 years, 1 month. Diagnosed as a schizophrenic child with 
Lrre beLiolioknt at times, he hurt other;hildren, dH 

immature! deLding, given to extreme 

was nhvsicallv large and poorly coordinated. He now has piKitive rela 
Tps with hfs peers, and particularly with adults. His coordination is im- 
pled. He has kst much of his impoliteness and is receptive 
l authlty. He tries to play successfully with other children and sometimes 
tees wSgly and voluLrily. He has a high degree of academic akhty, 
nSrly in mathematics and science. In mathematics he can solve prob- 
fems mentaUy that most of us need pencil and paper to »lve. His resistance 
Irrealg his been overcome, and he is reading on grade level. He is now 
in a junior high school program in a residential setting. 

C C.-Male-8 years, 9 months. C. C. was diagnosed as a schizophrenic 
child who on the surface would appear to 1^ a severe be avior 
demonstrated gross distortions in conceptualization and ^ 

mXtion and extreme uneveness of perforniance His ^ 

adjustment in all areas. When he was entered in the 
necessary to start his academic program at the beginning. 

"ISn and variety of approach. He progressed to ^ 

with Ich pathology, « ^ere marital discord and 
extreme inconsistencies in the handling of the chi . 

The children remain in the project an average of two years. One was 
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ability to relate to other children, to his “teacher-moms,” and to the teacher 
in charge. He must be able to sustain himself in group activities, work as 
independently as some other children in his normal age-grade group, and 
compete academically with at least some of the other children in the normal 
group. The psychologist and psychiatrist jointly evaluate the child to deter- 
mine whether or not enough integration of personality has developed for the 
child to survive in the normal group setting. 

The “phasing-in” is carefully accomplished. A critical factor is the class- 
room teacher. A decision is made jointly by the psychologist and building 
principal as to which of the available teachers at the child’s age-grade level 
will provide the optimal circumstances for his development. If in the child’s 
neighborhood school none of the teachers, by temperament, disposition, and 
method of operating, is thought right for the child, he will be transported 
to another school in the district where there is such a teacher. No criticism 
of teachers is implied here because it takes a particular kind of person with 
the insights necessary and a tolerance level appropriate to work with a 
disturbed child. 

The child might start a half day a week-sometimes on a Friday after- 
noon when there might be assembly programs or other special activities sched- 
uled. The time is built up as rapidly as the child can take it. Sometimes a 
child will remain in the project part-time and regular school part-time. Often 
the “teacher-moms” will be asked to stand by in the school building as the 
child starts back to regular class so that should he need to be released from 
the regular classroom, the familiar person is immediately available. A child’s 
schedule can be structured so that, temporarily, he is given some time by the 
supplementary teacher in the building on a one-to-one or small group basis. 
Or, he may get extra time with the art, physical education, or music teacher, 
the librarian, or the school nurse-teacher, depending on his needs. 

The building psychologist has the primary respon:>ibility for working 
closely with the child and with the building staff to help make the child’s 
transition as smooth as possible. 

Perhaps the most fundamental evaluative criterion that can be used in a 
project of this type is the functional one of the child’s ability to return to 
the normal classroom situation and to function effectively in that context. 
By that criterion some initial success for this program has been achieved. Of 
the first twenty-one youngsters referred to the program, eleven have been 
returned to their regular classes and have demonstrated an ability to make 
normal progress in that setting, both educationally and interpersonally. Given 
the fact that these are youngsters selected initially because of the extremity 
of their difficulties and a total inability to profit from the normal educational 
regimen, preliminary findings along this very concrete dimension are encour- 
aging. Youngsters participating in our program are those who might formerly 
have been viewed as “unsalvageable” — children destined for continuing, and 
perhaps increasing, frustration and failure in their school careers. The 50% 




383 

A SCHOOL DISTRICT PROGRAM 
W rate is an appreciable one for such a 

continuadon and extension of program-development of the type descr 

wL*o^tX”cher-moms''? What has been the impact on them? They 

^wTce'rtaTn !utuT inXtlmunity because of their 

tr^Kd by the professionals working in connection with 
these chMten as fellow professionals and, undoubtedly, have proBted m 

1“ of developing .^een« ^Hi^^t^w™ u'::!^r^ ^opt 

^Tn a7un“S i^tlway. Coupled with their own intrinsic character.st.cs, 
fVlic Viai; oreatlv increased their stature. , 

.u. S 

'™ltTim« Ae'ClhL-moms'’ have become 

zeal to make academic cognizant of both 

undesirable. It is important th ^^itantlv the need for assisting the 

the need the indivilual 

child toward more adequate and integrativ P 
"teachet-mom”-child interactions and their development over time. 

The program has had a catalytic and contagious impact «n the ennre 
■^ere has developed a greater awareness on the part of princi 

■■«>»> “:t,f .srx"5 
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lar personality, will provide the optimal conditions for the child’s total grovvth. 
Some children with problems are now being accommodated by part-time 
programs weighted with more art, or music, or physical education. In general, 
the resources of the school district are being mobilized and adapted for ac- 
commodating children’s individual needs. Teachers are developing not only 
an awareness but also some skill in identifying, early, children who are in 
need of specialized help. Most important of all, professional educators are 
undergoing a subtle improvement of attitude, brought about, perhaps, y 
greater knowledge, which has led to understanding of children, acceptance 
of them as they are, and as a result, adaptation to their needs. 



Conclusions 

It is believed that the schools can and should adapt to the needs of 
the emotionally disturbed child. First, the school system in America is the 
only social institution in our culture which is sufficiently impactful to begin 
to come to grips, systematically, with the problems of the emotionally dis- 
turbed child. Second, it has the advantage of a staff of professional people 
who are oriented, in part at least, to some of the developmental problems of 
children. Third, it is believed in this country that separating the severely 
disturbed child from his normal environment is not desirable for most of these 
children. 

It is true that, given some family situations, professional people would 
regard the family pathology as being so detrimental that a child would be 
better off outside the home. But it has been our experience that we have 
not had to refuse to work with a single child, even when there was a lack 
of cooperation or a lack of understanding on the part of the family. Despite 
such circumstances, children get better, although perhaps not so quickly as 
they might were the family to cooperate and receive from the community 
agencies the ther?py and other kinds of supportive help that these agencies 
are in a position to give. Some parents are not able to accept outside assistance 
with emotional problems perhaps because there is, among these people, a fear, 
as well as a lack of understanding, of what the psychologist and psychiatrist 
can contribute. But, despite all his shortcomings, the educator is in a position 
in most communities which is not threatening to parents. The educator has 
a good deal to contribute in assisting people to get to the kinds of help which 
would be beneficial for them. Therefore, the educator should be provided 
with the necessary resources, in the school— not in agencies separate and 
apart from the school. 

The shortage of trained clinical personnel has been noted by the Ameri- 
can Psychiatric Association (1964), among others. “In the face of the man- 
power problem, new and creative ways of training semi-professional personnel 
and volunteers are being developed and should be further explored. They 
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hold much promise, both for mitigating manpower shortages and for improv- 
ing the range and effectiveness of treatment programs. New types of service 
am also stiLlating new patmrns of training” (p. 27). T^us, the use of 
the volunteer in the Elmont community program fits in with the phitophy 
and the desires expressed by organizations representing mental health pro- 
fessional groups, including the American Psychiatric Association and the 

American Psychological Association. . . ,r i *• 

It might be argued that the educative process is itself therapeutic. On 

those grounds, therefore, the school is a logical locus for mental health pw 
grams and has much to offer, especially with the support of psycholo^sts and 
psychiatrists. The success of such programs will depend upon the educators 
LLptance of the responsibility for altering the object of the learning process, 
the child, in order to enable the youngster to profit maxtolly from the group 
educative process. It is not unusual to find a disparity between the mtelfc 
mal, physical, and emotional developmental levels of youngsters. A 
may he six chronologically and intellectually, but only two or three emo- 
tionally. Such a youngster cannot be expected to function normally in a 
Itindemarten or fiLgrade class. Someone must itialte an efett to reduce this 
deyelopmental disparity-to enable the child to accommodate 
situation and to find acceptance in it. This, it is felt, is ^ 

education. It requires, howeyer, that a structure for early identification be 

^^'iT out school district with its limited psychological services, the work of 
the psychologist has been concentrated at the kindergarten, firet- and second- 
grade levels; it consists of early identification of ptoblems and the working ou 
of necessary adaptations. It is felt that such an approach will limU ongoing 
destructive processes in many children, and eventually ewer pro ems 

arise at the upper-grade levels. kiomc ic 

One further asset of the educator in dealing with emotional problems 

that he is in a position to maintain a focus on the child and to coor mate 
the efforts of specialized community agencies. The fragmentation seen in t e 
social agency field is a real detriment to bringing effective help to the needy 
child. Someone must coordinate the functions of diverse agencies so that 
everything they have to contribute is brought to bear on the specific problem 
of a given youngster. In this way direction can be provided for all who are 

dealing with him. . i . . i . 

There is little evidence that professionals with a major clinical invest- 

ment can do such a job successfully. This seems most obvious when one 
examines the scope of the problem. It is generally estimated that there are 
one-half million children with serious emotional ptoblems in the public 
schools. One can add to this figure the 10% of the school population which 
is estimated by the National Institute of Mental Health and t e en a 
Health Association to requite some professional attention. In t e ace o 
such totals it becomes evident that unless some way is devised to use the 
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skills of the psychologist and psychiatrist on a much broader basis than is 
currently lieing done, little progress will be made toward alleviating the 
problem. This implies that such professionals must operate through other 
nonprofessional and professional people who can implement recommended 
approaches. The school system may be the vehicle through which such 
programs are best operated. 

The fragmentation of the child and his family through a proliferation 
of agencies is a condition that needs correcting. The personnel and resources 
that are ordinarily spent on such agencies might well be put to a more useful 
purpose if invested in the schcil system. To be sure, school personnel would 
require considerable reeducation. The retraining of guidance counselors, 
principals, etc., by people in the psychiatric field as well as by other mental 
health professionals might make them capable of coordinating functions so 
that the child is served most effectively. Perhaps the Elmont project is an 
example of one form such a program might take. 
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Whatever has been said thus far is most readily understood in the 
context of the three principal objectives that have guided this volume. The 
first aim was to delineate a set of issues which are considered to have prime 
significance for any searching examination of the mental health problems 
of modern society. In so doing, some limitations of traditional and historically 
dominant mental health stratagems and practices have been cited; and an 
attempt has been made to identify central problems which must be engaged, 
conceptually as well as concretely, if a sounder mental health order is to 
emerge. Next, several chapters have been addressed to matters of concep- 
tualization and guiding orientations to mental health problems. Though these 
reflect differences both in the aspect of the total problem to which they are 
targeted and in the substance of the viewpoint represented, they encompass 
a spectrum of possibilities which may have heuristic value for implementing 
specific mental health programs. And, finally, descriptions have been pre- 
sented of a number of concrete program models, varied in objectives and in 
substance, but sharing as a common denominator the attempt to introduce 
fresh, new approaches to basic and long-standing problems in the mental 
health area. 

Viewed against this backdrop, there may now he merit in trying to get 
some distance from specific chapter contributions so as to: (1) achieve a type 
of preliminary consensus concerning the underlying issues raised in the 
opening chapter, (2) crystallize alternative models and their implications, 
(3) develop a frame of reference and a sense of direction for tuture work, 

^ The author wishes to express his sincerest appreciation to his friend and colleague. 
Dr. Melvin Zax, who, during the course of his sabbatical stay at the Kommuiiehospitalet 
in Copenhagen, Denmark, made important substantive and editorial contributions to this 
chapter. Moreover, some of the ideas expressed herein have evolved over a number of 
years marked by close interaction, research collaboration, and discussion of issues and- 
practices in the mental health fields with him. 
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and (4) highlight those questions which are still open and must be engaged 
if the emergent approaches orientation is to be pursued in an optimally effec- 
tive manner. In contrast to the problem-defining posture of the first chapter, 
the present one emphasizes the expression of a point of view. Indeed, the 
phrase ‘point of view” may be little more than a socially desirable euphemism 
for a network of systematized biases and prejudices. 



Scope of the Problem and Professional 
Responsibility 

Any responsible effort directed at overcoming the mental health diffi- 
culties of modern society should start with a reaffirmation of the enormity and 
complexity of the problems that confront us. Illustratively, there is good 
reason to suppose that the principal, help-oriented techniques utilized in the 
past are limited in their clinical effectiveness. Of even greater concern is the 
fact that such techniques are limited in their reach, most often according to 
the rule that those who most require help find it least available. Moreover, we 
are grossly deficient with respect to the availability of technology for engaging 
vast segments of our population whose mental health needs have remained 
essentially unmet. By and large, we have ignored cr repressed these lacunae 
or have felt helpless in approaching them. And, not the least of our problems 
is the fact that professional manpower and resources in the mental health 
sphere, either in the present or in terms of the most optimistic extrapolations 
into the future, are woefully inadequate for the task at hand. Accordingly, 
the issue seems less that of making a case for the magnitude of this particular 
set of problems and more that of making decisions about optimal starting 
points toward their resolution. 

Inherent in the foregoing remarks is the conviction that concern with 
mental health problems cannot, and should not, be the exclusive responsibility 
of any single discipline or professional subgroup. Taken together, the helping 
professions, as presently defined, represent a numerically weak and poorly 
equipped army. That their efforts might be further diluted by squabbles of 
possession and prerogative, “brush-fires,” and internecine warfare can only 
guarantee a disastrous backsliding for the total mental health operation. In 
this vein, we would emphasize that the present volume, not accidentally, tran- 
scends professional lines both in editorship and authorship, reflects view- 
points bearing on mental health problems from responsible professionals 
sharing a common focus on such problems, whatever their disciplinary fields, 
and seeks to avoid parochial identification. 

There is need also for a sobering reminder that the helping professions, 
even assuming that they represent a welded and homogeneous force, are not 
themselves in a position to be the sole contributors to knowledge about and 
solutions for mental health problems (Cottrell, 1964). There should be an 
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important place for theoretical and empirical contributions from other relevant 
disciplines, including physically oriented ones such as biology, biochemistry, 
and neurophysiology, and socially oriented areas such as education, economics, 
political science, and sociology. In fact, it is appropriate to go one step fur- 
ther by pointing out that the very concept of “helping professions” may be 
little more than an artificial abstraction growing out of a mental health 
orientation that begins at the point of pathology and focuses on subsequent 
rehabilitation. In that sense the actual term helfing frofessicms is better un- 
derstood as a product of historical accident rather than as one which has an 
intrinsic logical justification. It is conceivable that future patterns of mental 
health programming, professional interdependencies, communication, and co- 
operation might sooner involve a combination of some members of the pres- 
ently constituted helping professions together with sociologists, educators, 
political scientists, and economists, rather than the historically typical intra- 
helping profession team of psychiatrist, clinical psychologist, and social worker. 



Conceptual Approaches 

It would be gratifying to have available a master plan which one 
might hope to apply, with reasonable confidence, to the resolution of our 
major mental health problems. Unfortunately, such a blueprint does not exist; 
and we must expect much ambiguity as we strive to move from the level 
of ideas to that of concrete action. Perhaps the principal tools now available 
are those of logical and co"ceptual analysis buttressed, only to a minimal 
extent, by beginning indications of supporting empirical data. 

Perhaps the most central need in the mental health area at this time 
is that of conceptualization, since program definition, implementation, and 
articulation, as well as much of our research effort, should rest logically on 
such a base. This point has already been given considerable emphasis in the 
chapters by Albee, Turner and Gumming, and Reiff. Many of the shortcom- 
ings in our present mental health structure may reflect either the fact that 
we have overlooked underlying conceptual issues or that our partial and 
implicit conceptualizations have not been in tune with social reality. 

Although the importance of the conceptual elements of the total problem 
cannot be overemphasized, we do not mean to imply that there is a unified 
and dominant conceptual orientation that characterizes the chapters of this 
volume. Indeed, if there is a common denominator, it will be found, struc- 
turally, at the level of dissatisfaction with aspects of our present mental health 
order and in terms of attempts to deal in innovative ways with problems that 
have been refractory to traditional approaches. Substantive programs described 
in this volume have not, necessarily, started from a base of systematic con- 
ceptualization. This is entirely understandable! Programs often develop in- 
response to relatively concrete needs or unresolved problems as these arise in 
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particular settings. Their profile and format are determined, to a considerable 
extent, by the structure and subculture that characterize those settings. Con- 
ceptualization is sometimes explicit, but perhaps more often implicit. 

Moreover, the enormity of our mental health problems is such that no 
single program can be expected to grapple with them in their full complexity 
at this time. Accordingly, even those who have been concerned with con- 
ceptual issues have gravitated toward partial conceptualizations geared to 
salient aspects of specific programs. Our failure to have identified a compre- 
hensive and agreed-upon conceptual “leitmotif’ in this volume should, there- 
fore, be regarded as neither surprising nor alarming. Since the current state 
of our knowledge is so limited, there is ample need for exploration, trial and 
error, and probing the limits of varied approaches, even where underlying 
conceptualizations are, at best, partial and implicit. Maximal utility from a 
systematic, conceptual orientation may be expected to derive at the level of 
long-range and global mental health planning, since it will help to establish 
needed priorities and to point up relatively more promising courses of action 
within a social framework where limited resources must be allocated with 
particular judiciousness. 

At the risk of oversimplification, it may be said that there are two prin- 
cipal models that warrant prime consideration for their pertinence to mental 
health problems. The first of these may be called the medical model; the sec- 
ond, the public health or preventive model. It would be incorrect to suppose, 
notwithstanding the availability of ready stereotypes for each of these con- 
cepts, that preference for one or another model corresponds to one s member- 
ship in a particular professional group. Such is not the case, either within the 
relatively limited confines of this volume or in the world at large. If we were 
to study the conceptualizations and belief systems of mental health profes- 
sionals, we would find individual psychiatrists, social workers, and psychol- 
ogists who, in the factorial sense, are closer to each other than they are to 
colleagues in their respective professions. Perhaps because of this, some issues 
can be better drawn, in that disagreement and conflict can follow ideological, 
rather than professional, lines. As Reiff cogently remarks (Ch. 5), “A power 
struggle on the basis of ideology can be an important catalyst for institutional 
change” (p. 86). Since ideological or conceptual models appear to be so 
important for the mental health fields, a more specific examination of such 
models is in order. 

THE MEDICAL MODEL AS APPLIED TO MENTAL 
HEALTH PROBLEMS 

There has been no necessary unanimity in past usage of the term 
medical model, and in speaking of it, various writers have emphasized dif- 
ferent of its attributes as salient (Bloom, 1965). Indeed, the very concept 
itself is a somewhat projective one that conjures up a spectrum of images 
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ranging from the highly laudatory to the entirely pejorative. Specific reference 
to one or more aspects of this model has appeared in many of the chapters ot 
this volume, and detailed consideration of it is presented in the chapters by 
Albee and Turner and Gumming. 

Certainly one broad notion which is central to the extended usage ot 
the medical model concept in the mental health sphere is the belief that emo- 
tional and psychological disorder may be regarded, structurally, much in the 
same way as physical illness or dysfunction. An extension of this belief, per- 
haps caricatured, is to be found in the popularized and somewhat overworked 
cliche that mental illness is the same as any other illness (Joint Commission 

on Mental Illness and Health, 1961). 

Though the foregoing principle is basic to the model, there may be dif- 
ferences in the level of literalness with which it is espoused. In a more nar- 
row sense, emotional disorder may be viewed, quite specifically, as a disease 
involving specific biological, chemical, or physiological pathogens. Such is a 
“disease model,” and those subscribing to it place heavy emphasis on curative 
interventions involving chemical, surgical, shock, and other types o p )S 
ically-based therapies. In addition, research stratagems, given this view, are 
directed toward the development of more effective therapeutic agents within 
this same genus. For others, still within the framework of the medical model, 
a given pathological condition, be it an anxiety neurosis or schizophrenia, 
may be viewed as a type of “illness” without recourse to literal assumptions 
about its disease nature or its etiology. It is quite possible, for example, to 
view the determinants of current malfunction as largely psychological in 
nature and therefore accessible to psychologically-based ameliorative proce- 
dures, such as psychotherapy. In either case, there is a focus on pathology or 
on ineffectual functioning. There is the tacit assumption that the pathogenic 
source must be identified through utilization of some combinadon of tools 
from our diagnostic armamentarium and that a type of remedial intervention, 
be it physical or psychological, must be directed toward the elimination or 
reduction of that source. 

Though not necessarily defining characteristics of the medical model, 
several other of its attributes should be noted as logical derivatives. Given a 
primary focus on pathology, it follows that the model is largely passive-recep- 
tive in its social stance. People with intrapersonal difficulties, when thej' 
become sufficiently unhappy or their functioning reaches a certain point of 
ineffectiveness, seek out, or are brought in for, help. At such a moment there 
is the tendency to view the helping professional as both knowledgeable and 
authoritative, much as the physically sick individual views his doctor. More- 
over, expectancy and, indeed, actual practice is such that subsequent iag- 
nostic and therapeutic contacts involving the helper and the person seeking 
help proceed largely via the same one-to-one pattern that characterizes the 

clinical interaction between a physician and his patient. 

At several points in this volume, particularly in the introductory chapter 
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and the chapter by Albee, detailed consideration has been directed to the 
question of why the medical model has emerged as the dominant ideology 
behind our approaches to mental health problems. This evolution has been 
multiply determined. In the first place, the very earliest general “practice of 
medicine” grew up in response to concrete needs of people who had physical 
(or emotional) problems which perturbed them or others around them. Un- 
like the physical sciences, mental health practices did not develop out of a 
curiosity to understand nature’s intricacies. For the individual, as long as his 
body (or mind) functioned properly, there was little impetus to think about 
medical phenomena. Accordingly, the earliest precursors of the medical model 
grew, quite logically, as the response of a few relatively perceptive members 
of primitive society to the acknowledged needs of other members of that 
society. The earliest healers invoked magical incantations and their spiritual 
powers and probably had some success. Only over a period of many centuries 
has there been a gradual replacement of the primitive practices of the healer 
by scientifically-based alternatives. In particular, the marked advances in 
physiological and biological research in the eighteenth and p' .'■r'enth cen- 
turies resulted in the conquest of disease entities which, up >.0 th- tipje, had 
been totally enigmatic (Bloom, 1965). The physician was provided ith the 
means for far greater success, and the use of the age-old model was sharply 
reinforced. The healers’ magic had become quite formidable. 

At the same time, an intellectual climate was developing which was 
strongly reinforced by the early psychoanalytic movement and was character- 
ized % a growing concern about psychological dysfunction, again in response 
to the complaints of people with troublesome symptoms. The potential con- 
quest of emotional disorder took on the qualities of a new and exciting fron- 
tier. Under such circumstances it is not surprising that a model which had 
had astonishing success and seemingly limitless potential in a related area 
should have been seized upon to fill the vacuum in the psychological sphere. 
This is especially so since it was a model with which medical men were 
familiar and one that seemed to fit certain situations with which they were 
grappling. Certainly it was to be preferred to the prior mystical and spiritu- 
alistic explanations of maladaptive behavior. Moreover, for many decades 
alternative ideologies about mental health problems simply did not exist be- 
cause our perceptions of what such problems entailed had not yet changed. 
We have, therefore, been in a prolonged “proving period,” with this particular 
set of conceptions guiding mental health operations in our society. 

Criticisms and Limitations 

With the growth and evolution of moderi: society, the success we 
have experienced in overcoming physical disorders, our ever-increasing ability 
to meet physical and material needs, and technological advances making for 
more comfortable living and increased leisure time, we have entered an era 
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where higher-order concerns about the emotional well-being of man, concepts 
of his optimal functioning, and self-actualization have come increasingly 
into focus. Otherwise stated, we have identified new types of problems in the 
mental health realm. We have moved steadily, in recent years, toward the 
conviction that a “square deal” with respect to mental status is desirable for 
everyone— not just a luxury for the enlightened few. That this has been 
something more than idle philosophizing is well reflected in concerted social 
planning at the highest and most influential levels. Huge sums of money 
have been allocated and many new programs have been implemented seeking 
to improve the emotional well-being of members of our society— including 
th^se who do not clearly perceive such problems in themselves. 

One aspect of this significant social trend has been the implicit need 
to scrutinize, as realistically as possible, the pros and cons of prior mental 
health programs and operations. As a result of this process, it has become 
more apparent— its contributions and merits notwithstanding— that there are 
fundamental limitations to the scope and effectiveness of the medical model 

which require careful reexamination. 

First, it is necessary to recognize that, in most instances, the etiology 
and nature of psychological disorder is fundamentally different from what is 
involved in physical disorder (Schofield, 1964). Emotional problems do not 
characteristically result from tissue damage or invasion by viruses or bacteria. 
Rather, they are likely to reflect complex psychological determinant, and 
multiple sources of influence deriving from exposure to key social institutions 
and important “others” in the individual’s life experience. That currently 
manifest psychological problems may have long-standing and deep-seated de- 
terminants is more likely to be the rule than the exception. If we take as an 
example a twenty-five-year-old adult experiencing severe current emotional 
disturbance, one way of looking at such a person is to say his lifetime has 
extended some 200,000 hours-much of this living potentially under the in- 
fluence of profound daily irritants and pathological processes. As a basic 
long-range mental health stratagem, is there genuine reason to believe that a 
given treatment approach, whether it extends over 10 hours or 100 hours, 
should be viewed as the method of choice in seeking to alter an already v;ell- 
entrenched style of life and ineffectual mode of adaptation;* In the sense of 
long-range social planning (choice of models), could we not be mote opti- 
mistic if we were able to orient ourselves to an understanding of the influence 
systems and social processes that underlie presently observable unfortunate 
outcomes, to modify such systems and influence processes, and tO build posi 
tively beforehand rather than being restricted largely to a type of after-thc-fact 
"counterpunching”? The fact is that this same orientation can be, and is, 
developed in medicine-particularly public health medicine-when its con- 
cerns turn to issues such as the maintenance of the general health of the 
public or stemming the development of epidemics. 

The magnitude of this concern is multiplied by certain additional con- 
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siderations. Helping professionals, as they presently define themselves, are 
in no position to look for troubled people. Instead, people seek their help— 
via the hospital, clinic, or consulting room— when personal difficulties reach 
alarming proportions. Often, because of financial considerations, lack of readily 
available professional services, social stigmata, or personal anxieties about the 
meaning and implications of seeking professional help, the level of disturb- 
ance at the point such help is sought may be profound. The moment of 
initial contact or action by the professional is, therefore, likely to be when 
symptomatology is rather well entrenched and morbidity relatively advanced. 
It must seriously be questioned that such is the optimal time for intervention. 
While the focal challenge-point for utilization of the medical model in the 
mental health sphere lies in the breakdown of its implicit assumption of an 
analogy between psychological and physical disorder (i.e., in its application 
to types of problems for which it was not developed), this, in no sense, is 
the sole basis for social concern about it. 

A further order of criticism is to be found in a cluster of factors which 
may be encompassed under the umbrella of “limited scope.” This cluster in- 
cludes at least three separate dimensions. In the first place, the medical model 
—based as it is largely on the one-to-one clinical interaction— is a very costly 
one from the standpoint of professional manpower. We simply do not have 
a sufficient number of helping professionals co provide mental health services 
for those who need it; and future extrapolations, as Albee has so amply 
demonstrated, indicate clearly that this disparity is likely to become exacer- 
bated over time. In this sense, it is fairest to think of this model as a hold- 
the-dike operation at the very outside. A second dimension of the “scope” 
argument has been stated earlier. The medical model is intrinsically a passive 
one which engages disorder only when disorder seeks it out. For this reason 
it necessarily fails to have impact for tremendous numbers of individuals with 
psychological disorder because, for any one of a score of reasons, their prob- 
lems are not well enough defined to prompt them to seek assistance within 
that framework. And third, there is the issue of restrictions in scope imposed 
by limited technology. It has been strongly emphasized in the chapters by 
Rciff, Riessman, and Gardner that the form, “lingo,” and. imdns operand! of 
the medical model, in its typical implementations in the mental health sphere, 
are so alien and meaningless to potential consumers in vast segments of our 
population that there does not exist a basis for even initial, superficial con- 
tact. It is as if there were no overlap in ground rules as these are defined by 
the helper and potential recipient, and there is consequently no basis for 
“playing the game.” Effectively, this means that mental health services have, 
until very recently, been defined, functionally, as out-of-bounds for the poor. 

There remains yet another set of considerations, somewhat beyond those 
of assumptions and scope, which constitute a final important component of 
any assessment of the medical model as it has operated in the mental health 
arena. These pertain to its effectiveness, and are, perhaps, less a critique of 
the model itself than of the forms in which it has been implemented. No one 



EMERGENT APPROACHES TO MENTAL HEALTH PROBLEMS >91 

would argue, even in the relatively nrote denotable areas of 
that the operations and practices of the medical model , 

cessful This much granted, out “batting average in the mental health sphere 
-using an masonfble criteria-has been far lower. Two types of fadings 
should be Led. First, fundamental entities of 

phtenia-have proved largely resistant to curative assault. Although our ah. y 
to maintain some patients in the community has improved in tecen y , 
for many patients, once a certain point of pathology has been 
ewected^Lnosis is still that of languishing for the remainder of ones days 
LTcustodiaf setting. Second, for many ty^s of emotional d^order we ha« 
come to attach a savior quality to psychotherapy w ic as ‘ j 

oversold for both the buyer and the seller. Presently ‘‘L 

support for the assumption that psychotherapy and its variants “e k J 
to the resolution of major mental health problems of m^ern society. p 
peats to be a limited-effectiveness approach in -which the prognosis is 
tor the healthiest, tor those who might best be expected to ^ 

A qualitative distinction of some importance may te made between 
criticisms relevant to the assumptions of the medical model an t 
mining to its scop* or effectiveness. In the latter two cases what is essentiaUy 
implied is that the model is a sound, albeit fallible, one which must e m i 
fi”d in certain ways for more effective results. Phrased otherwise one might 
sav that the medical model is a viable model but that we have fade o 

the Lrect “medicine." The major order of business then ^ ba 

nf .earchina for trying out, and evaluating new medicines (approaches; 
for problem's tha’t hLe'not yet been addres^d or have heretofore been d^ . 
with ineffectively. When, however, its f“"damental amumpnons ^ Kn 
are challenged, alternative ideologies ate implied which would lead quali 
tatively different approaches and to o different older of pra«ice. 

Cfoatly, one dLtnible emphasis in recent years, within the mental 
health field in general as well as in this volume in particular, has been on 
tte Ld to shorn up the medical model at a number of its vulnerable points 
(jorLmmission on Mental Illness and Health, 1%F Williams, 1962 
Glasscote, Sanders, Forsteiizer, & Foley, 1964). We have come “ 
increasingly the need to explore briefer treatment approaches for their po en 
“l positive values as well as to extend the scope of existing resources. Impljcit 
„r development has been some shift in focus from the '-el psycho- 
dynamics to that of actual behavior. We 

cLse the likelihood of having contact with disorder ^ 

and at a point of lesser morbidity. This appears to be a ^ ^ ^ 

joint Commission Report and the Community Mental Health Act of 1963 
and is the guiding motivation behind current efforts to establish a networ 
of communfty mental health centers around the nation. There has been a 
greater willinLess to try out new and flexible adaptations of technique m an 
Lort to reach the hereLore unreachable. Such a statement, while intended 
primarily to refer to the mental health approaches with the poor, is suf- 
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ficiently broad to include other new developments such as learning theory- 
based applications to behavior modification. 

We have witnessed concerted attempts, in many directions, to improve 
both the continuity and reality-basis of traditional treatment approaches. The 
isolation of mental hospitals from the community (Goffman, 1961) is being 
eroded at multiple levels. New hospital construction is designed, geograph- 
ically and structurally, to facilitate two-way access between patient and com- 
munity. There is a growing emphasis on the integration of treatment and 
living to the fullest extent possible. Day hospital and night hospital ap- 
proaches, halfway houses, home-visit networks, and programs of aftercare, 
each represents an effort to adapt treatment to the existing potential and 
resources of the individual and to aim for his earliest possible restoration to 
adequate functioning in the community (Williams, 1962; Beliak, 1964a; 
Greenblatt & Levinson, 1965). 

A substantial effort has been made to provide mental health helping 
services in institutional settings— courts, prisons, schools, enforcement agen- 
cies, etc.— where such services were, in the past, unknown. And there has 
been a growing climate of receptivity about using new sources of manpower, 
often nonprofessionals, in ancillary roles. This reflects the objectives of free- 
ing the trained professional for higher-order functions and of extending the 

reach of mental health helping services. 

The foregoing endeavors, individually and collectively, represent at- 
tempts, largely within the framework of the medical model, to improve the 
scope and effectiveness of our mental health operations. As such, they are to 
be encouraged. Though the medical model has clearly not solved all of our 
problems, it represents an effort to meet with a class of very real problems 
that must be engaged. \Vhile it is easy to sit back and take potshots at the 
model, it would be irresponsible to dismiss it. We are called on to deal with 
the present problems of gross emotional dysfunction and will be called on to 
do so for as long as we can see in the future. No approach gives promise of 
eliminating psychological disorder altogether, and many instances of mal- 
function will continue to slip through even the most efficient of conceivable 
dragnets in the future. Moreover, democratic and humanitarian considerations 
dictate that continuing, serious effort be directed toward the amelioration of 
manifest disturbance. Given the fact of psychological disorder, the types of 
recent developments we have witnessed should be regarded, potentially, as a 
more flexible and constructive implementation of the medical model— or, to 
use our earlier analogy, better “medicine.” 

THE PREVENTIVE MODEL AS APPLIED TO MENTAL 
HEALTH PROBLEMS 

It is largely when the distinction is made between existing problems 
and optimal long-range planning and stratagems in the mental health sphere 
that limitations of the medical model are highlighted. This model has, for 
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decades now, been implemented by highly skilled professionals, people of 
good faith, working with energy and devotion. But it has not resolved, nor 
does it give promise of resolving, our major mental health problems, tven 
though improvements may be found in methods of treatment, and even 
though cure rates for certain disorders may slowly edge up, there is little 
basis for believing that society today is “healthier” than it was a century or 
two ago. To the contrary, with the conquest of physical disorder, in'ireasing 
awareness of the nature and vagaries of psychological dysfunction, and the 
population explosion, it is fair to assume that problems of emotionai perturba- 
tion are, in the absolute sense, of greater concern today than they have been 
in the past (Sanford, 1965a). Moreover, if we remain on what has been our 
historical course, such problems give every promise of increasing, rather than 

decreasing, in the future. . , j. i • i 

The critical gap in our struggle to conquer psychological disorder resides 

in our long-standing orientation to issues of cure as opposed to those of 
genesis or How. While this historical inclination may be entirely understand- 
able in terms of the needs and pressures to do something about visible, 
palpable disorder, there can be, at best, only limited long-range promise to 
any system that does not accord central prominence to the problems involved 
in cutting down the flow of disorders-i.e., to issues of prevention. There 
should be little basis for disagreement with the foregoing principle as an 

abstraction. . r i i 

More concretely, however, even within the limits of the present volume, 

we may identify those who regard the preventive approach as a replacement 
for the medical model as opposed to those whc view it as a needed supple- 
ment. Preference for one or another of these alternatives is probably a func- 
tion of whether one focuses almost exclusively on long-range planning or 
addresses himself simultaneously to both present problems and future plan- 
ning. In either case, the realities and the demands of our present menta 
health situation place the highest priorities on the need for explicit concep- 
tualizations aimed at delineation of the attributes of a comprehensive, pre- 
ventively-oriented mental health model. The following preliminary ettort in 
this direction may be regarded as something of a conceptual credo for this 

volume. 



Systems-Centered Operations 

To fulfill the promise of the preventive orientation, there is a central 
need to view the primary institutions of society as key targets for concerted, 
mental health-oriented endeavors. Mental health problems must be regarded 
as logical derivatives of a particular social context; in the broadest sense, they 
are interwoven with the very fabric of society. Such a view inevitably under- 
scores, once again, that mental health-relevant actions and interventions may 
not be regarded as the exclusive bailiwick of the helping professions and 
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poses a series of questions which should assume focal importance for profes- 
sional specialists. These are the following; What is the nature of the primary 
institutions of modern society? In what ways do these institutions alfect 
human development, particularly personality and emotional development? 
How can influential social systems be modified? What types of modifications 
are related to what types of outcomes along dimensions that are considered 
to be most critically relevant to mental health problems? Obviously, these are 
complicated and profound questions which will not be resolved overnight. 
Indeed, in the present volume, there is perhaps only one chapter-that of 
Zimiles-which begins to approach them directly. 

Given this orientation, certain shifts in emphasis and transformations 
in roles for the helping professional emerge as logical consequences. For one 
thing, it seems highly desirable that a greater proportion of his total effort he 
spent in work with social systems rather than in one-to-one contacts with 
troubled individuals. Intrinsically, such a shift carries with it the potential 
for involving many more people in our mental health operation, both as 
purveyors and recipients. 

Second, it important that the professional adopt a problem-engaging, 
problem-seeking stance as opposed to his traditionally passive, problem-await- 
ing posture. The potential ramifications of such a change in orientation are 
substantial. A system of practice which begins when problems show up 
carries with it an implicit focus on the aberrant and the pathological and 
suggests that the prime objective of our helping operations is the restoration 
of the individual after malfunction has been identified. Certainly this bias 
may be detected in the things that fledgling helpers are taught during their 
graduate training and in the types of clinical experiences to which they are 
exposed in their clinical practiciim and internship activities. An ideology 
which focuses exclusively, or primarily, on pathology allows us to do little 
more than tread water, and sometimes, not even that. 

A generalized shift by the helping professions to what we have described 
as a problem-seeking stance implies a new and different set of roles. For one 
thing it suggests a greater emphasis on early detection of disorder in the life 
cycle of the individual, combined with interventions designed to forestall 
aggravation of the particular condition. More fundamentally, however, it 
suggests that we turn our attention to human assets and resources, toward 
attempts at building psychological strengths, and toward the circumvention 
of pathology before it develops. This point of view has not gone unrecognized! 
Hollister (1965) grants it so much importance that he has coined a new 
term — stren, defined as “an experience in the individual’s life that builds 
strength into his personality” (p. 31). It is his belief that we need such a 
concept to “help us to focus more of our efforts on the challenge of building 
strength . . . rather than devoting the major part of our time to repairing 
the impact of traumas and maldevelopment” (p. 31). Aspirations we may 
have to work systematically on the problems of building resources and psy- 
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chological strengths rest primarily on our approaches to primary social institu- 
tions, rather than on what can be achieved in the consulting room, and 
depend, quite focally, on the adaptation of a problem-engaging orientation 
to mental health issues. Implied is the belief that a successful long-range 
program designed to build for psychological health would n^duce to more 
manageable proportions the restorative efforts required when more advanced 
pathology is identified. Logically, it would seem that this type of approach 
has much greater promise for breaking the vicious societal circle and or 
elevating our efforts in the mental health sphere to something more than the 

“holding operation” that they have been. 

In view of the foregoing considerations, there is need for a shift in orien- 
tation from the office, clinic, hospital, and consulting room to the community 
and for a greater willingness to engage psychological problems in their natural 
habitat. This point merits further comment, even at risk of digressing, mo- 
mentarily from the principal argument. The terms community psychiatry, 
community psychology, and community mental health are very much part 
of our current Zeitgeist. They are, without question, “in” concepts. But they 
are also ill-defined ones as Glidewell (1966) succinctly observes: “The most 
aggravating thing about communitv mental health is its expansive, vague, 
nebulous and varied definition” 33). Critics of this movement (e.g., 
Dunham, 1965) have decried, with considerable justification, the tendency 
of professionals to rally around the community “banner,’ sometimes quite 
uncritically, in what may represent little more than the substitution of a new 
and poorly understood champion for an old one. T he title of the recent paper 
“Community Psychiatry: The Newest Therapeutic Bandwagon” (Dunham, 
1965) is to be understood in this context. The community approach has been 
an amorphously defined, mammoth inkblot which has allowed people to infer 
whatever they wished to infer. This has been facilitated by a social and pro- 
fessional climate which accords the community an increasingly central role 
and particularly by recent appropriations of huge sums of money earmarked 
for community-relevant programs which pertain directly or indirectly to 
mental health problems. 

It should therefore be emphasized, in the strongest terms possible, that 
a simple transplantation of existing mental health practices to new com- 
munity settings is likely to result in little progress and serious disappoint- 
ment (Kelley, 1966). Function, not locus, is the critical element, and the 
potential shift of our mental health operations to a community base should 
be a means rather than an end. Inherent in such a shift are the opportunities 
to study more relevant and meaningful questions, to extend the reach of 
mental health operations, to look at resources rather than deficits, and to 
develop specific mental health programs with greater social utility. Without 
recognition of the salience of these functions, there is the danger that the 
community approach will, in the final reckoning, offer little more than the 
oft-maligned “old wine in new bottles.” One of the most telling criticisms 
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that can be leveled at the Community Mental Health Act of 1963 is that its 
specifications for “essential services” may be so tightly drawn that they pre- 
clude the possibility of genuinely transcending long-established, sometimes 
well-rutted, mental health practices. 

Reorientation of our mental health focus from the office to the com- 
munity offers considerable potential for approaching the vast, unresolved 
problems of reaching the heretofore unreached— particularly the poor. Much 
has been written in this context in recent years (Duhl, 1963; Brager, 1964; 
Riessman, Cohen, & Pearl, 1964; Reiser, 1%5; Pearl & Riessman, 1965; Peck, 
Kaplan, & Roman, 1966; Sarason et a^ , 1966), and four chapters in the 
present volume— those by Reiff, Riessman, Klein, and Gardner— are specifically 
addressed to issues of conceptualization and implementation in this area. 
Once again, the message that comes through is that a mere transfer of tradi- 
tional helping services (no matter how substantially these may be increased) 
to more accessible community locations is doomed to failure. Our critical 
needs in this area revolve much more around “how” questions than “where” 
questions. Thus, matters such as definition of what constitutes mental health 
services for this group and optimal modes for delivery of such services are of 
central importance. Answers to the latter questions should be predicated on 
the fullest possible understanding of the way in which the poor see their 
problems (Reiff, Ch. 5; Clausen, 1966). 

Both Reiff and Riessman have emphasized the deep-seated alienation 
experienced by people from the lower socioeconomic classes vis-a-vis the men- 
tal health professional and his practices. Fundamental concepts of what is 
health and what is pathology differ sharply between the poor person and the 
helping professional, as do definitions of psychological versus moral problems. 
For the poor, needs are experienced largely as immediate, practical, crisis- 
related, and physicalistic rather than in terms of futurism, neurotic suffering, 
higher-order functions, and actualization. Moreover, preferred modes and loci 
of interaction differ for the poor person and the typical helping professional. 
All of the foregoing adds up to a gross deficiency in what Riessman calls the 
“style-match” between the frame of reference and modus o^erandi of the 
helping professional and the needs and problems of the poor. Recall the con- 
cluding remarks in Reiff’s chapter which are highly relevant here: “The task 
is to develop concepts, methods, programs, and services that are appropriate, 
effective, and related to the life styles of low-income people and to their 
needs, in a way which will create an effective demand for them. This will 
require significant institutional changes” (p. 87). 

To a considerable extent, the posture of the helping professional in his 
work with the poor has been: “This is what I have to offer! Can you use it?” 
—and the answer has effectively been, “No!” Hopefully, by shifting the focus 
toward the more fundamental questions of “How do you see your problems?” 
and “What do you need?” we may be able to develop a more realistic basis. 
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using Reiff’s words, “to convert the very great existing need into effective 
demand for services” (p. 74). 

It should not be assumed, however, that delivery of services is the sole or 
fundamental problem that we face in mental health work with the poor. The 
present situation of this group is such that a more basic thrust in the direction 
of primary preventive actions must constitute a central component in our 
long-range planning (Fantl, 1964). Deutsch (1964) discusses this issue as it 
applies to educational approaches with the poor and the need for their revi- 
sion in the light of what we are coming to know about life styles and preferred 
modes of interaction of this group. The more general point is underscored by 
both Reiff and Riessman. Indeed, the latter, in his description of the Neigh- 
borhood Service Center program (Ch. 10), makes it quite explicit that 
provision of services is largely an instrumental function designed to engage 
the poor. Hopefully, this initial, meaningful type of contact will establish the 
building blocks for “increasing social cohesiveness” through community action 
and, ultimately, for initiating institutional change. 

There may be some merit, at this point, in bringing in a thread that has 
appeared several times thus far. With our emphasis on the need for a mental 
health system of broader scope, a focus on the community and its primary 
institutions, activity rather than passivity, and an effective system for delivery 
of mental health services to the poor, greater dignity is accorded to operations 
oriented to visible, palpable, everyday behavior touching many, as opposed to 
an intrapsychic, psychodynamic approach which has been a luxury of the few 
(Clausen, 1966; Rae-Grant, Gladwin, & Bower, 1966). Whether our concern 
is defined narrowly in terms of behavior modification or broadly in terms of 
social system modification, there is little reason to believe that formal psycho- 
therapy is the best or only way to achieve such ends. As Klein (Ch. 9) has 
intimated, a decent and meaningful job may be the best of all therapies for 
some individuals. This is a simple example of the larger problem of skill 
deficit in this group and the utilitarian value of training in skill acquisition 
and coping techniques (Beiser, 1965). 

Moving away from the specifics of mental health programming for the 
poor, attention should next be given to the question of what are the natural 
habitats for preventive work? In general, it can be said that the appropriate- 
ness of a given setting is a function of the breadth and depth of its influence 
on people. By these criteria, two primary institutions in society— the family 
and the school— share certain unique characteristics which suit them particu- 
larly well for the task. First and foremost, they exert profound and enduring 
influence on the child in his formative stages of development. The bulk of his 
time for many years is spent in one or the other of these two settings. The 
way he comes to see his world, and the people in it, is largely determined by 
what he experiences in these settings; and his most influential identification 
models will be found there as well. Thus, both the family and school suggest 
themselves as prime, face-valid targets for preventive endeavors. 
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At d practical level, however, certain considerations favor the school as 
the more promising of the two settings, in the foreseeable future. Not the 
least of these considerations is the fact that the school is a geographically 
intact entity— a system which provides access to large numbers of individuals 
simultaneously. Difficult and complex as it may be, the prognosis for estab- 
lishment of a meaningful preventive program for, let us say, 500 children 
housed under a single school roof and monitored through a single adminis- 
trative organization may be considerably better than trying to work individu- 
ally with these 500 families in their separate homes. From the standpoint of 
likelihood of cooperation, comprehensiveness of program, demands for pro- 
fessional time, facility of management, availability of relevant contributory 
personnel, or potential for formal evaluation, the control and manipulability 
of the school situation make it a more sensible starting point for systematized 
approaches to mental health problems. This is not to downgrade the impor- 
tance of the home as a determinant of human development, particularly per- 
sonality development; the opposite (i.e., recognition of the prime importance 
of the family) is closer to the truth. Hence, the present bias is to be defended 
largely on pragmatic rather than logical grounds. Parenthetically, it should be 
noted that schools may represent the most promising avenue for a systematic 
approach to families. Preventively oriented school mental health programs 
would do well to keep this possibility firmly in mind. This point is illustrated 
in the chapters by Morse and Gildea, Glidewell, and Kantor, and elsewhere 
in the literature (Brim, 1961; Glidewell, 1961; Hereford, 1963; Klein, 1965). 

The attractiveness of the school as a focus for preventive mental health 
programs has long been recognized, and much has been written on this sub- 
ject (Gaplan, 1956; Krugman, 1958; Gildea, 1959; Glidewell, 1959; Allin- 
smith & Goethals, 1962; Lambert, 1965a; Torrance & Strom, 1965; Sarason 
et al., 1966; Westby-Gibson, 1966). In fact, in the present volume, eight of 
the substantive chapters are devoted to varying types of school programs. 
Each of these represents a departure from traditional mental health services 
for school children beset by emotional difficulties or ineffective functioning. 
Anchoring these approaches at one extreme is the social systems analysis 
approach of Zimiles— a precursor to primary preventive work. A second ap- 
proach is that of Roen, who has directly infused mental health-relevant con- 
tent into the curriculum at the fourth-grade level. Upgrading the competence 
and knowledgeability of teachers with respect to the mental health area has 
been the special focus of Morse, while Gildea, Glidewell, and Kantor have 
attempted to work vdth parents in this same area. Programs of early identifi- 
cation and early secondary prevention have been emphasized by Iscoe, Pierce- 
Jones, Frhdman, and McGehearty and by Zax and Gowcn. And, finally, two 
special types of early secondary prevention with more seriously disturbed 
youngsters have been described by Lewis and Donahue. Each of the latter 
two is predicated on the assumption that an optimally effective educational 
regimen is also likely to be personally helpful-indeed, therapeutic-for the 
child. 
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In short, the school, as a pervasive and highly influential «>dal ^ 
which affects the lives of all people in our society represents a promj^ 
ing field of operation for prevention programs. It is a system 
approached in very primary ways-for sample. * “ 

(Minsmith & Goethals. 1962; Sarason. David^n & B att, 1962) ^ 

Llum modification (Biber, 1961; Ojemann, 1961; Alhnsmith & ^thals, 
1962)-and it has vast and as yet hardly explored potential for ^ j " 
and early secondary prevention of emotional disorder (Cowen, Izzo. Mdes. 

Telschow. Trost, & Zax, 1963; Bower, 1965; Hollister, 1965; Lambert, 1965b, 

Sanford, 1965b; Cowen, Zax, Izzo, & Trost, 1966a). • u U 

Because of the conviction that system-relevant preventive actions should 
start wherever possible, with institutions that have maximal impac, ini 
cotsidration has been directed to the family and the sch^l. That these Uvo 
settings are “logical firsts” should not obscure the fact that there are other 

agencies and institutions with potential for ^ 

health activities. Among the more obvious o t ere are cour 
homes prenatal and well-baby clinics, settlement houses, and communuy 
t”e“; (Peck. Harrower. & Beck, 1958; Leighton. 1960; Spiegal, 1964; Sara- 

son et al., 1966). 

People-Centered Operations 

While we have spoken, centraUy, to the need for an order which 
places greater emphasis on system-relevant activities, this is not to say that 
people-relevant interventions are immaterial. With tea istic itnr s o 
Ll mental health resources, however, it may become mcteasmgly important 
for the professional to attach priorities to the many admissible people-centered 
functions. Using potential impact once again as the guide, two ^mad pnnci- 
ples ate suggested. First, people-oriented interventions should occur at tim 
of maximafLpact. Two constructions, both intended can be 
principle— the first, in terms of the nature and chronology of a giveti episode, 
L reLnd. in terms of the life history of the individual. Second, in our 
people-oriented approaches we need to focus on those in lyi ua s in y 
everyday functions place them in an influential position vis-a-vis 
tal health problems. If it were possible to capture, using single wor s or n 
nhrases, the issues reflected by these principles, the appropriate terms would 
he “crisis,” “early childhood orientation,” and care-givers. Each ears 

elaboration. 



Crisis 



The concepts of “crisis theory” were introduced by Lindemann 
0944) following his studies of grief reactions among those who survived the 
foastrous Coconut Grove fire. It was his impression that certain potentially 
deleterious consequences of such experiences could be circumvented by appro- 
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priate actions of key figures during the crisis period and that there were 
important implications to be drawn from this for mental health preventive 
work. Others (Caplan, 1960, 1961, 1964a, 1964b; Bower, 1964) have further 
articulated this concept and discussed its relevance to the broader area of 
prevention. Crises are defined as relatively brief periods of transition and 
disturbance which, by their very nature, require adaptations that are impor- 
tant in the mental health sense. The salient subjective attributes of the crisis 
situation for the individual include a sens.- of ineffectiveness or helplessness 
in coping with the problem, vacillation and disequilibrium, a heightened 
susceptibility to influence by others, and concurrent emotional upset. These 
are caricaturizations of what theorists have elsewhere described as “new psy- 
chological situations” (Lewin, 1936; Wright, 1960; Meyerson, 1963). Crises 
of two general orders can be identified— normal, developmental crises (Erik- 
son, 1959) and accidental crises reflecting “life hazards involving a sudden 
loss of basic supplies, the threat of ie-.., or challenge associaied with the oppor- 
tunity for increased supplies accompanied by heightened demands on the 
individual” (Caplan, 1964a, p. 35). 

All people experience crises and, almost by definition, the manner in 
which the crisis situation is resolved will have implications for one’s mental 
health status. Successful crisis resolution may contribute to future immunity, 
whereas failure to resolve the crisis is likely to increase vulnerability. To a 
considerable extent crisis outcome depends on the types of choices that the 
individual can perceive and the guidance available to him during a relatively 
brief critical period. The crisis situation is therefore one of unusual influence 
potential, and the choices and decisions made by the individual can be modi- 
fied in constructive ways through the participation of significant others in 
the resolution process (Caplan, 1964a). One of the implicit hopes residing in 
the establishment of community mental health clinics is that problems which 
normally appear as entrenched pathology may be engaged earlier, in a crisis 
phase, when the potential for constructive influence of outcome is much 
greater. 

Important as crisis intervention may be, it should not be regarded as a 
“savior” notion. Indeed, given our underlying philosophy, it represents an 
approach with some noteworthy limitations. Though all people experience 
both developmental and accidental crises, they do not experience the same 
number of crises, with the same intensity, or with the same outcomes. Thus, 
far short of the concept of crisis intervention, there are those v/hose condi- 
tions of life, exposure to influence systems, and personality makeup insulate 
them against occurrence of crisis or its deleterious sequelae thereafter. The 
study by Ladieu, Hanfmann, & Dembo (1947), in which it was found that 
the best predictor of adjustment to amputation was the pretraumatic adjust- 
ment level of the individual, supports this argument. 

Implicit is the conviction that there are significant phenomenological 
determinants of what is crisis and what is not, not unlike those identified by 
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Lazarus (1966) in his discussion of the stress state. Crisis, in its raw form, 
need not therefore be accepted as an eternal and immutable “fact of life. 
Caplan himself (1965a) reflects this awareness when he identifies and speaks 
of the importance of “training in crisis coping" (p. 12) and anticipatory 
guidance or emotional inoculation" (p. 18). The essence of these approaches 
?s to anticipate crisis, to arouse it as vividly as possible in analogue form and 
under relatively nonthreatening circumstances, and to offer practice^ and 
guidance in coping. Hopefully, such experiences may contribute to the devel- 
opment of an immunity which will help the individual to handle real-life 

crises more effectively. 

Quite beyond this fascinating specific technique, however, pnmary pre- 
ventive work, involving constructive modification of influential social systems, 
might well be expected to reduce, spontaneously, the incidence, severity, and 
negative consequences of crises. Put another way, one objective of long-range 
mental health planning should be the reduction of the “flow of crises" as well 
as the reduction of the flow of pathology. That the former will not be fully 
achieved, even in the best of worlds, is the basis for according a relatively 
high priority to crisis intervention among the many potential people-centered 
approaches. 

Early Childhood Orientation 

Maximally impactful intervention times for people-centered mental 
health activities may be approached from the framework of the life history of 
the individual, as well as from that of mediating crisis. This notion rests upon 
the view that the young child is more flexible and malleable than the adult 
and that the early childhood period is one of maximal potential for the modi- 
fiability of the organism (Eisenberg, 1961, 1962a). Such modifiability should 
be interpreted broadly to include the potential for building resources and 
strengths through the influence of impinging social systems, as well as the 
amelioration of defect resulting from the earlier life experiences of the child. 
The first of these potentials is the one of primary prevention, the centrality 
of which has already been underscored on several occasions in this discussion; 
the second is that of early identification and early secondary prevention which 
remain to be considered. 

In our view there is neither mutual exclusiveness nor intrinsic contra ic 
tion between an early childhood orientation and one which emphasizes crisis 
intervention. This position is not shared by Caplan (1964b) who says: “The 
basic model for prevention is no longer that of intervention early in the per- 
son’s life history. This is superseded by intervention in crisis situations at any 
phase of life" (p. 6). By his choice of the word “superseded,” Caplan implies 
that early childhood intervention and crisis mediation should be regarded as 
alternative approaches to the same basic problem. Our own preference is to 
view these orientations as potentially supportive of each other (e.g., “training 
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in crisis-coping, emotional inoculation”). If there is any conflict between 
them, It IS primarily in emphasis and how (given very real limitations in our 
total mental health resources) priorities for scarce professional time, should be 
allocated. For the moment, such choices are largely value judgments; ulti- 
mately, we might hope that they could be made on the ba.sis of empirical 
evidence. 

It would, however, be misleading to dismiss Caplan’s preference for 
crisis intervention over early childhood intervention as a specific or circum- 
scribed one. Instead, it reflects a disillusionment and sense of pessimism 
which many people feel about the cumulative impact of our mental health 
efforts with children-a much broader issue. Such disenchantment is epito- 
mized in a statement by Hunt quoted in the Joint Commission Report 
(1961). “Our hopes of preventing mental illness by mental health education 
and child guidance clinics have been disappointed, and there is no con- 
vincing evidence that anyone has ever been kept out of the state hospital by 
such measures” (p. 71). These sentiments are echoed by Caplan (1964b), 
who cites the collective failures of child guidance clinics and argues that 
treatment of children may be more time-consuming and less effective than 
similar work with adults. Indeed, considerable support for this position is 
found in the critical review of the literature by Levitt (1957) on the effects 
of psychotherapy with children. Insofar as this particular type of intervention 
is concerned, results have not been especially encouraging. 

Still another set of arguments has been advanced which speaks against 
a child-centeied orientation in our mental health efforts. As Allinsmith and 
Goethals (1962) have pointed out, though they do not support the position, 
there are those who believe that the emotional problems of young children 
are basically ephemeral and transitory and that they may not be regarded as 
meaningful predictors of psychological difficulties later in life. Otherwise 
phrased, it might be said that most emotional problems of early childhood are 
part of a normal developmental sequence and that youngsters will, by and 
large, outgrow them in due time. Indeed, data have been presented recently 
(Onondaga County School Studies, 1964) which lend some credence to the 
argument. Implicit in this view is the further belief that amelioration of 
dysfunction early in the child’s history does not substantially alter the likeli- 
hood of his success in dealing with subsequent difficulties. What is called 
into question by this position is the wisdom of the ancient aphorism “As the 
twig is bent, so grows the bough” as this might be applied to the understand- 
ing of human emotional development. 

Though empirical evidence on this issue is, unfortunately, sharply lim- 
ited, it is at least possible to point to some relevant data, a good deal of which 
derives from school settings. Recent extensive work directed toward the devel- 
opnient of techniques for the early identification of ineffective functioning 
in the young school child, reported by Bower and his associates (Bower, Tash- 
novian, & Larson, 1958; Bower, 1960, 1961; Bower & Lambert, 1961), has 
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facilitated study of such problems. A l«er ^ies <.t 
ct al 1963; Zax, Cowen, hzo, & Trost, 1964; Cowen et al., 1966a) 
shown that children with manifest or incipient emotional problems, dy ^ 
on the basis of social work interviews with parents, group-testing, 
irobservations at the beginning of the first sch^l year Je “d 

three school years, doing considerably more poorly on almost any type ot 
criterion measure used than are their ^“actually “mp^able bu^ 
ally healthier peers. These criteria reflect a broad spectrum of the child s 
fuLioning, ii!l:luding achievement indices such as report card grades or 
standard system-wide, achievement tests; behavioral measures such as atten - 
rnfanVn'l referml data; and self ratings, peer --ng- 
and personality tests reflecting adjustment. It ^ems 

the three-year period of development coveted by these studies, that the child 
with eatly-idemified emotional difficulty does, in fact, get started on a cou^ 
"oves him rapidly downhill in most of the significant areas of his 

suA ea% dysfunction may have some predictive meaning for *e 
child's later career is suggested in the findings reported by Cowen Beach 
to L d Lppaport, tL, and Zax (1968). These investigators followed 
uTctdre; wkh early-identified emotional difficulties, from their origin^ 
sLies, and found that a similar pattern of ineffective 
ferentiated them from their peers, four years later, as they were gett g y 
“ high school. In like manner, Stennett (1965) applied a modified 

Bower screening technique for identification <ff “^ le as 

fifth- and sixth-grade children and identified some 22% ot his sample as 
eithei moderately^ or seriously handicapped emotionally. The central question 

with which he was concerned was: “To what ^ 

problems of these emotionally handicapped youngsters self-healing? (p. 44? • 
Mow-up over a several-year period suggested that the emotionally h ndi- 
cZrdZup fell increasingly farther behind their peers with the pas^ge of 
time leading the aut'nor to the Mowing key conclusion : A significant num- 
ber of childfen identified as emotionally handicapped are not likely to reM 
their adjustment problems without help. Fpr ‘his gmup 
should be viewed as a 'disease' and not a 'phase"' (Stennett, 1965, p. 448). 

Another series of investigations approaches this same issue o" ^ ^ 
long-range basis and in terms of “bellwether” clinical criteria. In a compre- 
LnLe Ldy, O'Neal and Robbins (1958a, 1958b) Mowed up, after thirty 
Jears, a sizable group of individuals who had been seen for 
Valuation around some type of problem behavior in the ""^-1920 s. At th 
time the average age of the subject group was twelve years, and all M had 
;^etric evaluation and an adequate clmical work-up. A contro^group 
o/lOO youngsters, problem-free, and matched for age. ‘ace- a” 2" 
also studied The incidence of pathology at the adult level for the prob^ 
iL-child” group was quite high, particularly in terms of the categories of 
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sociopathy, psychosis, and alcoholism. Indeed, only 21% of the group was 
considered to be problem-free-the comparable figure for the controls being 
60%. In further detailing these findings (O’Neal & Robbins, 1958b), evidence 
is presented indicating that those who later becane schizophrenic had his- 
tories which were characterized by significantly more symptoms, particularly 
antisocial ones, more areas of disturbed function, more hospitalizations, and 
more arrests than their "problem-child’ controls. Support for these findings 
is found in the investigation by Bower, Shellhamer, and Dailey (I960), who 
report significantly poorer high school mental health and school record rat 
ings for a group of Ss who later became schizophrenic, in comparison to their 
nonschizophrenic controls. 

Also based on the retrospective approach, but using somewhat less 
extreme criteria, the recent important study by Westman, Rice, and Bermann 
(1967) is pertinent to the issue we have been considering. Having at their 
disposal detailed and excellent records of behavior starting at the preschool 
level and close later follow-up, these investigators found a correlation of 
.88 between maladjustment ratings dating back to the child’s early school 
career and the utilization of mental health clinical services over an eighteen- 
year period. As in the case of the three prior studies, these findings indicate 
that early emotional difficulty does not generally dissipate spontaneously and 
that it seems to predict fairly well to later difficulty. Relevant to the “twig is 
bent” assumption, these authors conclude: “The evidence obtained in this 
follow-up study contradicts the time-honored notion that children outgrow 
behavior problems seen in early life and supports the thesis that drastic shifts 
in manifest behavior tend n^t to occur during the first eighteen years of life. 
Children with adjustment problems in nursery school tend to have adjust- 
ment problems in later school life, and these problems tend to be of the 
same order” (Westman et al., 1967, p. 728). 

The findings of the studies cited above are consistent and mutually 
supportive. Collectively, they give pause to those who see no special merit in 
directing a major portion of our mental health effort toward children. Though 
there clearly are such things as the normal developmental problems of grow- 
ing up as well as other atypical difficulties that will be overcome spontane- 
ously, many emotional problems or early childhood are danger bigns which 
meaningfully predict to later, perhaps more serious, troubles. We are in need 
of a fuller taxonomy of such early childhood difficulties— those about which 
we should be concerned as well as the less serious ones. Moreover, we may 
not regard screening or detection as an end in itself. Rather, they should 
serve to identify the targets of new types of programmings and interventions 
which aim for early secondary prevention at a time when the flexibility and 
modifiability of the organism augur well for the potential of constructive 

change. . . ir 

That there have been serious shortcomings to our prior ccrrective ertorts 

with emotionally disturbed children cannot be denied. Such failures, how- 
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ever, do not justify focusing our mental health efforts elsewhere; rather, they 
suggest that we have not yet identified maximally effective approaches and 
mShodologies for work with this vitally important age-group. As indicated 
above, our basic hopes for significant forward movement in this area reside in 
social' system modification and primary prevention. Beyond that, however, 
recognizing that there will be continued need for people-centered mental 
health activities, our belief is that a prime focus of such activities should be 
upon the young child and his environment. This particular bias is shared 
with Smith and Hobbs who, in a recent position paper (1966) have stated: 

. . fully half our mental health resources— money, facilities, people— should 
be invested in programs for children and youth, for parents of young children, 
for teachers and others who work directly with children. This would be the 
preferable course even if the remaining 50% were to permit only a holding 
action with respect to problems of adults” (p. 505). 

We should be reminded by this quote that undifferentiated use of the 
broad-gauge concept of secondary prevention in the mental health area may 
be quite misleading. In fact, the concept covers two distinct, and perhaps 
factorially unrelated, components: preventive interventions which occur early 
in the ontogenetic history of the organism and those which take place rela- 
tively early in the chronology of a current episode. Much of the force of the 
present Community Mental Health Center movement is directed to the lat- 
ter (Glasscote et al., 1964). Though this, per se, is to be preferred to tradi- 
tional patterns of tertiary prevention, knowledge of the nature of human 
development, the learning facility, and the modifiability of the young sug- 
gests that the most meaningful contribution of the secondary preventive 
approach may reside in that component which involves early intervention in 
the individual’s life history (Eisenberg & Gruenberg, 1961). For similar 
reasons, while one may welcome crisis intervention as a significant addition 
to the armamentarium of people-centered helping techniques, it would be 
both premature and indefensible to view this as a replacement for an early 
childhood orientation. 

Care-givers 

It is, by now, a well-established fact that only a relatively small 
percentage of people who see themselves as having personal or emotional 
problems requiring outside assistance take those problems to mental health 
helping specialists. A convincing basis for this statement may be found in the 
data of one of the subreports of the Joint Commission series, that of Gurin, 
Veroff, and Feld (I960), entitled Americans View their Mental Health. 
Based on a series of questions directed to a stratified sample of American 
adults, it was found that roughly 25% of all respondents had, on one or more 
occasions in their lives, felt the need for help with an emotional problem and 
that some 15% had actually sought it out. What is most germane, however. 
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is the fact that less than 20% of those seeking help took their difficulties to 
members of the helping professions. Rather, the preponderant majority of 
calls for assistance were directed either to clergymen (42%) or to physicians 

(29%). . 

The preceding statistics are limited to people who recognize a personal 
problem and who request formal help. Without question, there are many 
others in objectively similar circumstances who do not seek such help. Various 
reasons may account for this, for example, ones of definition or ideology with 
the poor, or fear of stigmatization, whether due to conscious or unconscious 
determinants; however, the result is to inhibit solicitation of outside help. 
Thus, it is somewhat ironic that while there are not enough mental health 
specialists to meet existing, spontaneously crystallized demands for their 
services, at another level such specialists are not the ones who are called on 
to deal with most mental health problems. The professional “carries’ only a 
limited fraction of the “total national caseload” in the area of psychological 
dysfunction (Schofield, 1964). 

We may assume that mental health-relevant experiences, problems, and 
sometimes, crises are ever-occurring aspects of human existence. The struc- 
ture of society ordinarily provides people with readily available lines of 
approach for dealing with personal unhappiness or ineffective functioning. 
Without attaching the formal label “I need help,” individuals are capable of 
resolving many difficulties through commerce and verbal interaction with 
family members, friends, colleagues, neighbors, or respected others who are 
part of their natural environments— ergo, the oft-maligned bartender or hair- 
dresser. It is fortunate that such outlets exist since, in many instances, they 
not only work effectively but they also constitute a first line of defense against 
more chronic dysfunction. All of us have doubtless had the experience of 
contact with individuals who are particularly helpful. Were our society 
entirely populated by such, the need for the professional helping specialist 
might well be obviated. 

There are circumstances, however, where spontaneous first-line resources 
are either not available or insufficient to cope with a given set of difficulties. 
At such times, the individual is likely to seek help, in either an open or 
veiled fashion, from any one of several trusted, authoritative, influential 
people in his life space— most often professionals, but not mental health 
specialists. Caplan (1964a), in his insightful discussion of this problem, has 
defined the latter as “care-givers,” i.e., people who are “agents of the com- 
munity in fostering the well-being of a citizen and in helping him deal with 
unfavorable circumstances” (p. 50). Schofield (1964) refers to them as “in- 
visible therapists.” Care-givers may be in this position either because their 
traditional roles involve dealing with crisis or because they have prolonged 
and close contact with individuals. As noted above, Gurin et al. (1960) 
have found that the prime exemplars of these two categories are physi- 
cians and clergymen. In addition, special mention of the care-giving func- 
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tions of nurses, pediatricians, lawyers, school principals, and teachers should 
also be made. Whether they choose to do so or not, such care-giveis 
are often called upon to deal with mental health problems that troubled 
people thrust upon them. Their actions and handling of such situations will, 
by design or otherwise, affect the emotional well-being of the individual m 
potentially significant ways. 

As Caplan (1964a) has pointed out, although our societal care-givers 
have in recent years, become more sensitive to and sophisticated about emo- 
tional perturbations and their potential interactions with other strands of the 
person’s existence, “their functioning is not traditionally designated in regard 
to its effect on the mental health of their clients” (p. 50). These professionals 
are trained to deal with some delimited segment of the indwidual s complex 
existence-a segment which does not include his psychological problems. In 
practice, however, the extent of involvement of the care-giver in merita 
health problems, when he is confronted with them, is likely to vary consider- 
ably as a function of his personality makeup, his training and experience, his 
opinions and attitudes with respect to mental health matters, and oftentimes, 
quite concretely, the availability of alternative resources in the community. 

For whatever reasons then, the care giver becomes enmeshed m the 
personal problems of human beings. His is an impactful role m our total 
mental health operation: He can be helpful or harmful depending on his 
personal attributes and sensitivities, background and orientation, and the 
ready availability of competent “backstopping.” Rather than denying this 
evidLt reality, our problem becomes one of utilizing professional mental 
health resources so that the effectiveness of the care-giver can be maxmize . 
Indeed, it should be recognized that in many ways the care-giver is in a 
better position to deal with emotional difficulty than is the mental health 
professional. He encounters problems closer to their natural habitat and 
considerably earlier in their chronological sequence, and he often enjoys t e 
trust and confidence of the individual seeking help. Both of these factors are 
related to the effectiveness of mental health interventions; neither can be 

dismissed lightly! 

The mental health professional can make an extremely important con- 
tribution, working within the framework of social reality, by si^porting t e 
care-giver, whatever the latter’s culturally-defined role may be. The principal 
method recommended by Caplan (1964a) for provision of support to the 
care-giving professional is that of mental health consultation. It is beyond the 
scope of the present discussion to consider, in detail, the many aspects and 
potential formats of such consultation. This has already been done elsewhere 
thoroughly and effectively (Caplan, 1959a, 1961, 1964a l965c; Kazan- 

iian Stein, & Weinberg, 1962; Haylett & Rapoport, 1964; Spielberger, Ch. 
12).’ It is sufficient here to note that mental health consultation for the care- 
oiver is designed to provide information and suggested alternatives in circum- 
stances which go beyond his experience or competencies, to help him to 
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achieve a fuller recognition of the mental health implications of a variety of 
situations which are encountered in his typical practice, and to establish a 
backstopping, resource relationship which may allow him to approach mental 
health problems with a greater sense of security or confidence. 

The attractiveness of mental health consultation with care-givers resides 
in its geometric potential. Care-givers, by definition, have high-influence con- 
tacts with large numbers of individuals. Illustratively, a group consultation 
arrangement, involving one mental health professional and, let’s say, a dozen 
or so pediatricians, could conceivably affect thousands of individuals— children 
and their families-in constructive ways. Moreover, those contributions to the 
effectiveness of the care-giver which are made through consultation around a 
single incident potentially carry over to his subsequent, everyday work. 

There are certain situations in which consultation with care-giveis may 
be the only available approach to mental health problems, either currently or 
in the foreseeable future. This is true in impoverished, rural, and geographi- 
cally isolated areas or in small urban centers that are devoid of professional 
mental health services. Another of the subreports comprising the Joint Com- 
mission series (Robinson, DeMarche, & Wagle, 1961) indicates that the 
almost complete unavailability of professional mental health resources in 
many such places around the country constitutes a problem of considerable 
proportions. In such settings, the physician, clergyman, or teacher is forced to 
double as a mental health specialist, since there is no viable alternative. The 
immediate problem is that of helping well-intentioned, sometimes struggling, 
individuals to establish competencies in dealing with mental health situa- 
tions that are far beyond their know-how and their overtaxed resources. 
Effective mental health consultation has much to contribute in this direction. 
In this volume, Spielberger (Ch. 12) has described a consultative program 
aimed at professional care-givers in a small urban community in the South 
which lacked professional mental health personnel. Here, group mental health 
consultation was the method of choice due to limits upon available consulta- 
tive time and specific positive attributes of this approach. Elsewhere, Kiesler 
(1965), Huessy (1966a), Libo and Griffith (1966) report a number of dif- 
ferent mental health consultative activities applied in various geographical 
regions, each characterized by insufficient professional mental health services. 

For the most part, professional care-givers become involved in people’s 
personal difficulties because they are brought to them voluntarily— whether in 
blatant or subtle form. There are people other than care-givers who, by virtue 
of their positions in society, necessarily come into frequent contact with 
people in crisis, and do so under circumstances which could have potentially 
important mental health reverberations. Policemen, sheriffs, judges, welfare 
investigators, bartenders, beauticians, barbers, and truant officers are in this 
category. Kelley (1964) has used the term “urban agents” to describe such 
individuals. Though contacts with such community agents often arise in 
informal, unsolicited, and entirely unpredictable ways, this does not negate 
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CmT^ggests, become . . , “important mediators ^een the larger popu- 

Lion and *e formal health and welfare resources (p. 479 ). 

MoL feussions of the potential of mental health consultatron w.th care- 
■ rfo cLlan 1964a) emphasize that the particular value of working 
S sucTinSuLs els inlir proximity to important crisis situanons 

:,;;br-“i£S-.cr=2& 

signifiLnt degree, should certainly constitute a central focus for p p 
centered interventions within a largely preventive ftamewot . 

Problems and Limitations 

We have attempted, in our consideration of a preventive model, to 

alternative or as a supplement to traditional and historically dominant models, 
UaTlre are significant indications of evolution in this direction is evident 

from many of the chapters of the present volume. 

Whatever the promise of prevention, we must also recognize that th 

are limitations to the approach and obstacles to Lgely 

k rViaracterized by the quality of nonpalpabihty, and it is argeiy 

futufUriented. Typically, mental health operations start with visible an 

Immediate suffering. Just as the allure of fund-raising campaigns for child- 
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campaigns and the allocation of funds for mental health-related purposes 
come largely from knowledge of the plight of the severe psychotic. This vital 
ingredient, certainly for the lay public-and perhaps for a number of pro- 
fessionals-cannot be readily envisioned in contemplating prevenUon pro- 
grams. Further, the immediate cost of such programs tends to be high since 
diey utilize expensive professional personnel over relatively long periods ot 
time. Understandably, there may be a reluctance to support activities where 
immediate payoff cannot be seen, where long-range benefits have intangible 
qualities, and where there is little prior empirical basis to expect positive 

outcomes. „ , . 

Perhaps the strongest counter to such a reservation is to be tound in 

certain types of other cost accounting Hgures which are rarely considered by 
the lay public. For example, it has been rioted (Duggan, 1965) that it costs 
$4,000 to process just one adolescent through the juvenile court system in 
New York City and that the average cost to a large urban com^muni^ tor 
high school dropouts who end up on welfare is approximately $30,000 per 
individual. Certain types of residential treatment for emotional disorder cost 
upwards of $15,000 per year. And, in the extreme case, a lifetime of simple 
custodial care for a single psychotic patient in a state hospital may cost the 
taxpayers up to a quarter of a million dollars. All this is far short of the social 
value questions lurking behind the relative apportionment of monies to na- 
tional defense and space exploration in contrast with mental health expen- 
ditures. These considerations underlie the present view that the mere promise 
of a preventive approach is sufficient to justify its support-especially consid- 
ering the failures and shortcomings of our cumulative prior mental health 

^^°"^The interacting arguments of cost and unproven quality do not exhaust 
the list of potential deterrents to the establishment of preventive programs. A 
series of such deterrents has been identified and cogently discussed by Bower 
(1963 1965). One is the complexity and enormity of the social problem we 
face, which is a source of pessimism, if not total defeatism, for many. At a 
less extreme level, for most professionals there is an aura of ambiguity at- 
tached to the prevention area, characterized by a lack of understanding of its 
specific aims and objectives, its relevant parameters, and its means-end con- 
tingencies. And, even where there is some clarity on the foregoing mat ers, 
since the area itself is largely uncharted, professional specialists are unclear 
as to how perceived ends may be achieved. The absence of ready-made tech- 
nology can easily lead to a sense of threat and to an undermining of 
profLional security. These types of difficulties can only be eroded gradually 
over time through the establishment of academic and field training programs 

designed to plug presently existing gaps. 

Bower (1965) also notes that critics of prevention programs have spoken 

of them as a kind of meddling or as invading human privacy. In response, he 
argues that although primary prevention does touch upon the lives ot in i- 
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viduals before they are singled out as needing special help, it may be regarded 
as a “necessary and, indeed, mandatory step for common good 0965, p. 2), 
very much as we now regard a smallpox vaccination. Far from meddling, as 
Eisenberg (1962b) has pointed out, prevention is at least as much the respon- 
sibility of the helping professional as contaminated water is the problem of 
the microbiologist or lead base paints that of the pediatrician. 

Community agents, care-givers, and mental health specialists, because of 
their job descriptions and the nature of their day-to-day interactions with 
other human beings, inevitably touch upon the emotional well-being of 
others in significant ways. If such people fail to act under these ‘circum- 
stances, they have acted! If they act inappropriately, they have also acted! The 
real choice does not, therefore, seem to be one of action versus inaction; 
rather it is one of inappropriate or random action versus maximally informed 
and expeditious action. 

To be sure, there will be very real problems in the establishment of a 
preventive framework as a genuinely meaningful one. But, perhaps it is time 
for those interested in mental health problems to accord a somewhat more 
central position to the philosophy that “an ounce of prevention is worth a 
pound of cure.” Certainly the promise of ultimate savings in human misery, 
as well as in dollars, is more than enough to justify such an emphasis. 



Nonprofessionals in Mental Health Roles 

Whatever the conceptual model one chooses to adopt, it seems evi- 
dent that the mental health problems of modern society cannot be adequately 
handled by existing professional resources (Felix, 1962; Nichols, 1963). 
Given the heavy new demands for professional specialists placed upon us by 
the establishment of a nationwide network of community mental health cen- 
ters and population extrapolations viewed against our potential for training 
additional helping professionals, the already existent trend suggests that our 
shortages will become greater over time (Albee, 1963). Amplification of our 
mental health manpower structure is urgently required, and our need-incre- 
ments in this regard are more nearly geometric than arithmetic. While partial 
resolutions of this difficulty might emerge from new conceptualizations which, 
through modification of our fundamental approaches to mental health prob- 
lems, could ultimately relieve some manpower pressures, there is immediate 
need for the recruitment and training of nonprofessionals and subprofession- 
als for mental health functions. 

Having made this judgment, many questions and ramifications pertain- 
ing to the philosophy and mechanics of their utilization suggest themselves. 
In our further consideration of these issues, two central and recurrent themes 
appear basic. First, the way in which nonprofessionals are utilized must 
reflect the types of conceptualizations we hold about an optimal mental health 
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order. Second, it must reflect the needs and attributes of a specific setting or 
program. In that sense few absolute “rights” and “wrongs” can be categori- 
cally enunciated. 

Volunteers have performed a variety of functions in the mental health 
area for many years. Historically, however, such work has all too often been 
characterized by a “hit-and-run” or menial quality. Fundamentally, this is not 
what we are talking about here. The nature of our mental health activities is 
such that a meaningful and stable relationship— a committed human relation- 
ship — is often at the core of things. Several implications derive from this. 
First, there must be genuine involvement and a substantial ongoing commit- 
ment in time by the worker. This, in turn, suggests that careful attention be 
given to problems of recruitment, training, and supervision of the nonprofes- 
sional. Second, his roles and functions should be meaningful ones— not sim- 
ply passing out chalk, putting test scores in a grade-book, pouring tea, or 
scrubbing blackboards. With the crystallization of new roles for the non- 
professional, there is a parallel need for rethinking and reconceptualizing the 
roles and functions of the professional, leading potentially to a very different 
sort of helping structure. The latter aspect of the problem will be considered 
more fully below, in the section on professionals. 

Before we can address matters pertaining to the recruitment of non- 
professionals for mental health roles, we must deal with a prior, somewhat 
hidden, issue. When troubled people are helped through human interaction, 
does such help stem primarily from the intellective and training attributes or 
the personal characteristics of the helping person? Over the years the helping 
professions have placed their bets on the first of these two clusters and have 
set up their advanced specialty training curricula accordingly. Graduate train- 
ing is long and arduous, involving the learning of theory, the accumulation 
of fact, and the acquisition of practical experience. There is surprisingly little 
evidence, thus far, to indicate that these are the attributes that predict mean- 
ingfully to success in modification of human behavior or in helping people. 
If the elements that make one an effective helper are other than intellective 
training ones, then, insofar as advanced professional training is aimed at 
producing helpers, a great deal of our efforts may be for naught. It is entirely 
conceivable that the natural endowments or helping reflexes of many non- 
professionals may equal or exceed those of the professional. On a strictly 
logical level, this argument would seem to justify intensive exploration of the 
nonprofessional’s utility in mental health roles. In addition, need and parsi- 
mony combine to make the issue immediate. 

A recent, highly significant study (Poser, 1966) suggests that the fore- 
going considerations are neither academic nor abstract. Poser compared the 
effectiveness of entirely naive college undergraduates and experienced profes- 
sionals— largely psychiatrists and social workers— as group therapists with 
chronic, hospitalized adult male schizophrenics. The students were totally 
untrained; few had had a single psychology course, and none had any ex- 
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the professional; indeed, there are many circumstances under which we might 
more readily expect to find them in the non professional. 

The findings of the Poser investigation, in addition to highlighting the 
potential of the nonprofessional as a mental health worker, provide consider- 
able food for thought. The study is clearly paradigmatic rather than defini- 
tive. It is limited by the particular conditions of the research— i.e., a mental 
hospital setting, chronic schizophrenic patients, a group therapy approach, 
and a particular criterion test battery. Poser recognizes these limitations but, 
within the framework established by them, concludes: ‘the present findings 
. . . support the conclusion that traditional training in the mental health 
professions may be neither optimal nor even necessary for the promotion of 
therapeutic behavior change in mental hospital patients (1966, p. ^89). The 
results of this striking study support the contention that we should explore 
further the utility and the potential of the nonprofessional in mental health 
settings. 



ROLES AND FUNCTIONS 

When attention is turned to questions of the roles and functions of the 
nonprofessional, the determining quality of our guiding conceptualizations is 
underscored. How nonprofessionals (or, for that matter, professionals) are 
utilized rests largely on the model we hold, the goals and aims we see as 
primary, and the programs we devise to implement these objectives. 

These principles can best be illustrated in the context of our earlier dis- 
cussion of conceptual models. For example, if helping programs are built in 
the image of the medical model as we have defined it, then what is called 
for is a type of taxonomy of job components with categorization of some 
elements as higher-order and some as lower-order. In this case, higher-order 
would refer to functions which, presumably, could only be performed by the 
professional; lower-order would refer to those which could be handled by a 
nonprofessional. Relevant to this point Reiff (Ch. 5) draws an analogy to the 
industrial model in which we seek to “. . . break up complex highly skilled 
operations into a series of more simple tasks. The simplification of production 
processes reduces the amount of training necessary and this makes increases 
in the manpower pool feasible” (p. 80). 

This approach does not challenge the assumptions of the guiding model; 
instead, it is addressed to m.eeting what is seen as a central shortcoming of the 
model-a lack of “manpower muscle”! For example, clinical psychologists 
tend to define psychometric functions as among the least interesting and 
least demanding of their professional activities. Accordingly, theie is con- 
siderable interest in training people at the M.A. level to function as psychom- 
etrists. The presumed consequence of this would be to free the Ph.D. psy- 
chologist to engage in activities requiring higher-level skills. The delegation 
of these “expendable” skills is proposed as an aid toward a more efficient total 
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operation within the presently defined framework and as the basis for achiev- 
ing an arithmetic increment in its scope. However, the need to free the time 
of the highly trained professionals may prove to be a less important matter 
than the issue of how that time is utilized. 

Earlier we noted a general inclination to divide professional activities 
into higher-order and lower-order ones and to relegate the nonprofessional 
to the latter functions. This bias, though recognizable in many programs 
designed for the nonprofessional to date, is not mandatory. Indeed, the very 
designation of what is or is not a high-level professional function is, in itself, 
a value judgment. Rioch (Ch. 7), for example, selected an activity from 
among the most highly prized functions of the professional— i.e., the conduct 
of psychotherapy— and successfully trained middle-aged housewives to do this 
work. Within the framework of the medical model, there are nearly as many 
potential roles and functions for the nonprofessional as there are separate 
professional activities which can currently be identified. Particularly in the 
light of findings of people such as Poser (1966) and Rioch, Hikes, Flint, 
Usdansky, Newman, & Silber (1963), it would be unwise to assume that 
there is any type of interpersonally-based help for troubled individuals which 
can only be rendered effectively, or best be rendered, by the mental health 
professional. 

The nonprofessional in the mental health field has been used prepon- 
derantly within the classic framework of the medical model in a variety of 
direct service activities with emotionally disturbed individuals. Several illus- 
trations of such functions appear in the present volume, for example: as 
social or milieu therapists in a state hospital setting (Sanders, Ch. 8), as psy- 
chotherapists (Rioch, Ch. 7), and as companions to mental hospital patients 
(Holzberg, et al., Ch. 6), as well as in the literature (e.g., Greenblatt & 
Kantor, 1961; Greenblatt, 1962; Holzberg, 1962; Kantor, 1962; Umbarger, 
Dalsimer, Morrison, & Breggin, 1962; Holzberg & Knapp, 196i; Klein & Zax, 
1965). Though most of these examples involve college students working with 
adult mental hospital patients, other usages have also been reported-for 
example, as case-aides in mental hospital work with children (Reinherz, 
1963a, 1963b), as big brothers for troubled children in rural settings (Mitch- 
ell, 1964, 1966), and as staff in a halfway house (Huessy, 1966b). Indeed, 
several recent reports have described the use of high school students as mental 
health aides. Fellows and Wolpin (1966) report a project in which they 
served effectively as group leaders, counselors, tutors, and operant conditioners 
on a state hospital ward for adolescents and preadolescents. Similarly, Cytryn 
and Uihlein (1965) found that high school sti;dents, functioning in instruc- 
tional and recreational capacities with young mental defectives, were capable 
of making important contributions to the development of these youngsters. 

Nonprofessionals have also performed mental health functions in situa- 
tions other than standard clinical settings, in situations aimed at individuals 
who would not, under ordinary circumstances, have been objects of concern 
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for the helping professions. Many of these functions can be seen as integral 
to programs emphasizing early secondary prevention. Examples of these latter 
roles are represented in the present volume— counselors in a pregnancy or 
well-baby clinic as described in Rioch’s second program (Ch. 7), the teacher- 
mom” who works intensively with the seriously disturbed child (Donahue, 
Ch. 20), the teacher-therapist who is friend, companion, parent-surrogate, 
teacher, and helper to disturbed youngsters on a round-the-clock basis (Lewis, 
Ch. 19), the mental health aide and day-care activity leader in the school 
(Zax & Cowen, Ch. 18)-and elsewhere in the literature (Hereford, 1963; 
Donahue & Nichtern, 1965; Rockefeller, 1965; Cowen, Zax, & Laird, 1966b; 
Huessy, 1966c; Zax, Cowen, Izzo, Madonia, Merenda, & Trost, 1966). 

Still other roles and functioning will be found for the nonprofessional 
in mental health programs outside the orbit of the medical model— those which 
are preventively oriented, directed to community action and social system 
modification. Since this type of program tends to be newer and less well 
articulated than traditional services, it follows that it is more difficult to de- 
fine the place of the nonprofessional within the program. The problem in this 
instance is not one of breaking down complex, old, and clearly specifiable 
functions into simpler and more manageable subunits; rather it is one of 
carving out new, seemingly “foreign,” and “difficult to conceive functions 
from scratch. The very definition of what is a mental health problem is a 
central issue here and, with it, what actions may be encompassed under the 
banner of mental health operations. As an example of the latter, it is interest- 
ing to note some recent promising departures from traditional modes of 
rendering helping services to the poor, such as treatment in the home 
(Levine, 1964) and role playing (Riessman & Goldfarb, 1964). 

If we bear in mind, as Reiff (Ch. 5) has emphasized, that improvement 
of the mental health status of the poor is dependent on social systems modi- 
fication and community action, and that problems of self-determination and 
coping skills far outweigh those of psychodynamics or self-actualization for 
this group, then an alternative set of highly viable mental health functions 
for the indigenous nonprofessional can be specified. In the main, these func- 
tions, some of which have been described by Reiff and Riessman (1965), by 
Brager (1964) in connection with the Mobilization for Youth project, and 
by the Howard University group (Fishman, Klein, MacLennan, Mitchell, 
Pearl, & Walker, 1965; MacLennan, Klein, Pearl, & Fishman, 1966), are 
directed toward resolution of the highly concrete, mundane, everyday prob- 
lems of the poor. Some of these new roles, particularly in the context of 
community action programs, are as follows: housing service aide— to provide 
information about available housing and to organize neighborhood improve- 
ment; homemaker— to help families become more competent in home manage- 
ment, offer companionship or psychological support, furnish information on 
community facilities, actually take people to agencies or community meetings, 
or provide babysitting services to make this possible; community action aide 
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-to establish close relations between the community action agency and 
community institutions and organizations (such as area schools, churches, 
and civil rights groups); expediter— to bring together a person needing serv- 
ice and the agency that provides it. In addition to these community action 
roles for the nonprofessional, Reiff and Riessman (1965) and the Howard 
group (Fishman et al, 1965; MacLennan et al, 1966; Klein, Ch. 9) have 
described a number of human service or community mental health roles for 
the poor such as home service aides, child service or child care aides, case- 
work aides, recreational aides, and research aides. 

Despite the variety of roles and functions for the nonprofessional which 
have already been explored, the surface of this area has scarcely been 
scratched. This is a period of considerable ferment and exploration, triggered 
by a recognition, independent of the model we hold, of the vast ^tential 
of this resource. In the near future we are likely to witness increased efforts 
to scrutinize and evaluate the impact of already identified roles, as well as 
an intensification of our search for meaningful, contributory, new menta 
health-relevant functions for the nonprofessional. 

SELECTION, TRAINING, AND SUPERVISION 

We shall probably find that the range of human beings who can be 
used effectively to perform significant functions in the mental health enter- 
prise is extraordinarily broad. This likelihood is reflected even within the 
relatively limited confines of the present volume where programs utilizing 
college students (Holzberg et al., Ch. 6; Zax & Cowen, Ch. 18), college 
graduates (Sanders, Ch. 8), teachers (Lewis, Ch. 19), and highly educated 
housewives (Rioch, Ch. 7), are described. Each of the foregoing categories 
of nonprofessionals is more fully represented in the literature-some (e.g., 
college students and indigenous nonprofessionals) rather extensively. In addi- 
tion, other, more specialized groups have been utilized as nonprofessional 
helpers in a variety of recent experimental or pilot projects. Examples of these 
groups include delinquents (Hubbard, 1963; Slack, 1963; Schwitzgebel, 
1964), criminals (Briggs, 1963; Hawkinshire, 1963; Oberhauser, 1963), chil- 
dren, and retired oldsters. These explorations of new sources of manpower 
reflect a perceived need and a growing awareness of the special potential of 
the nonprofessional. The diversity of recruits in existing programs spans basic 
dimensions of human individual differences, such as age, sex, education, 
socioeconomic level, and social status. However, we still have minimal knowl- 
edge of what these people can do, who is likely to be most effective in what 

setting, etc. 

Tactics and stratagems for recruitment of the nonprofessional worker 
have been marked by their variability. In some instances, the prime recruit- 
ment attribute is self-defining. For example, the indigenous nonprofessional 
must indeed be indigenous (Reiff & Riessman, i965). If the change agent 
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is a current or former member of a target group (e.g., ex-delinquent with 
delinquents, ex-addict with addicts, ex-criminal with criminals)— a factor 
which is central to many programs (Calif. Dept, of Corrections, 1963)— 
that criterion is the prime (but not, necessarily, the only) element in selection. 

Many programs, particularly those involving college students, have been 
largely self-selecting or at least self-sere' ning (e.g., Umbarger et al., 1962; 
Holzberg et al., Ch. 6). Others have involved only gross negative screening 
(e.g., Zax & Cowen, Ch. 18, for college students) to rule out the few who 
may be either seriously disturbed or grossly unsuited. Still other programs 
have specifically selected workers, generally using individual or group screen- 
ing techniques (e.g. Rioch, Ch. 7; Sanders, Ch. 8) on the basis of a set of 
positive criteria thought to be relevant predictors of subsequent performance. 
For example, Reiff and Riessman (1965) speak of desirable attributes of the 
indigenous nonprofessional other than his neighborhood roots. These include 
a concern about neighborhood problems, an interest in and ability to work 
comfortably with others, a willingness to communicate across class lines, and 
a capacity to learn and to develop. Zax and Cowen (Ch. 18), in selecting 
housewives for roles as mental health aides in the classroom, placed consider- 
able emphasis on attributes of personal warmth, a relatively successful child- 
rearing history, an interest in working with young children, and a non- 
crusader orientation toward the school— a selection pattern similar to that 
utilized by Rioch (Ch. 7). 

It should be recognized that when such selection criteria are specified, 
they largely reflect best guesses for a given situation. At this time we have 
very little empirical evidence as to what attributes in the worker relate to 
what outcomes in the recipient. Establishment of positive selection criteria 
for nonprofessionals is often associated with programs that have heavy train- 
ing or supervisory investments, the feeling being that if so much effort is to 
be put into the program, it is best to respect those hunches which could 
maximize the possibility of hoped-for outcomes. Failure to adopt selection 
criteria or use of minimal criteria mirrors greater acceptance of our present 
limited understanding of “who-can-help-whom” contingencies and, conse- 
quently, a more open approach to their resolution. 

Training of the nonprofessional is directly related to the basic model we 
hold, as well as to the prospective roles and functions of the worker (Riess- 
man, Ch. 10). Two principal issues reflected here are, first, the question 
should there be training, and, second, if there is, what should its form and 
content be? For example, if we see the nonprofessional as someone who should 
be taught to take over specific components of the professional’s activities, 
then a period of concrete background and skill training directed toward achieve- 
ment of mastery of those functions is clearly indicated. The length of that 
period will vary with the group being trained, the skills to be imparted, and 
the amount of background context considered relevant. In practice, such 
training has run the gamut from a relatively brief, circumscribed course of 
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five or six weeks (e.g., Zax & Cowen, Ch. 18) through a more extensive and 
rounded one-year program to prepare social therapists (Sanders, Ch. o), to 
nearly two years of full-time study including theoretical, didactic, and prac- 
ticum components, as in the case of the preparation of Rioch’s (Ch. 7) initial 
housewife group for careers as psychotherapists. In this regard, one note ot 
caution should be sounded. To the extent that training programs for non- 
professionals require several years or more of intensive training, they are 
likely to be professional training programs in disguise, minus the usual ter- 
minal degree. In any large-scale social sense, it will not be possible to maintain 
such programs for the very same reasons that limit our potential for training 

the full-fledged mental health professional. 

If, as many have come to feel, personal and motivational qualities are 

more important than specific skills as active ingredients in the helping proc- 
ess, then less importance will be attached to the need for tmining. In this 
latter instance, training may be used more to activate systematized and search- 
ing reflection about relevant people or situations and to help build confidence 
and security under relatively nonthreatening circumstances than to impart a 
specific body of knowledge. From this viewpoint, the selected nonprofessionals 
are assumed to be individuals who, by personality, life experience, or what- 
ever, have a good deal to offer others; it would be unwise to tamper exces- 
sively with their styles and natural reflexes by teaching them the “right way 

to do things. , 

Once a decision about the need for training has been made, a number 

of procedural questions pertaining to both content and form must be engaged. 
Though content is often determined by the functions for which the worker 
is prepared, the rule is not always so simple. In some instances we may wish 
to prepare the individual for a variety of functions, or we may find that sub- 
stance cannot really be engaged before a change in values and attitudes has 
been effected. Kll (Ch 9) utilizes the personally-oriented “core-grorip” 
approach to bring about such change. The purpose of this group is to enable 
the trainee to learn “more about himself, the community, and the world he 
lives in” and how his job performance is related to “his personal life, aspira- 
tions, and relationships with other trainees” (Ch. 9, p. 150). 

Likewise, the form of training programs may vary considerably. In this 
regard, one obvious and highly salient dimension is level of abstractness or 
concreteness. There are largely didactic approaches, those featuring a dis- 
cussion orientation, and those that largely emphasize experiential component^, 
and within each of those gross categories, there are many exemplars. As with 
length of training, both the form and content of training programs must be 
determined by the attributes of the group being trained and by their contem- 
plated roles. What is appropriate for the college student who will work with 
schizophrenics in a state hospital does not make sense at all for a hard-core 
delinquent from a slum neighborhood who will be working as a child care 
aide. The characteristic training needs and styles of a given group, rather 
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than our own rigid preconceptions and preferred ways of imparting knowl- 
edge, should shape the training program. With some groups, particularly 
among the poor, it may be, as some have suggested (Reiff & Riessman, 1965; 
Klein, Ch. 9), that a “job-first, training-next” approach is the only feasible 

one. 

Experience with specific training situations puts one in a better position 
to establish more informative guidelines for such training. Reiff and Ri«s 
man (1965), for example, have identified certain principles which they be- 
lieve are basic to the training of the indigenous nonprofessional. These in- 
clude “continuous on-the-job training” starting from the very beginning, 
building from simple to more complex functions, emphasizing activity rather 
than a lecture approach (i.e., doing in preference to talking), building group 
solidarity, provision of “informal individual supervision at any time, a 
down-to-earth teaching style,” and helping workers to become aware of their 
personal styles and to feel free to utilize them. This particular recipe is born 
of experience. We shall need others suited to other groups and situations. 

One of the very real problems facing the would-be trainer of nonpro- 
fessionals is that we are unsure of the training “whats” and “hows.” Curricula 
are unavailable and usually have to be developed from scratch for a par- 
ticular situation; to a considerable extent, our forms of approach are tria 
balloons.” We have neither proven training methods nor experienced and 
knowledgeable trainers, and one of our striking needs is that of training 
people for training-“metatraining.” It is therefore necessary that a fair 
amount of the professional’s time be devoted to training, resource, and super- 
visory functions. Such supervision carries with it the potential for education, 
support, and personal growth of the worker. In many instances, these ends 
may be furthered by group supervisory techniques unless these are alien or 
inimical to the life style of the trainees. 



SPECIAL ASSETS OF THE 
NONPROFESSIONAL 

Quite apart from the standpoint of social need, it is entirely possible 
that the nonprofessional belongs in mental health activities because of special, 
and sometimes unique, contributions that he can make. More boldly stated 
there may be helpful things that the nonprofessional offers or can do which 

simply cannot be duplicated by the professional. m 

One illustration of this point was seen in the discussion of Posers (1966) 
untrained college students, who were found to have more impressive batting 
averages” than trained professional specialists in group therapy work with 
chronic schizophrenics. In seeking to explain these surprising findings, both 
Poser (1966) and Rioch (1966) hypothesized that the critical factor under- 
lying the observed differences in patient groups may have been the energy, 
enthusiasm, and involvement of the nonprofessional. These qualities have 
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been noted in many reports of programs utilizing 

barger et al., 1962; Holzberg, 1963; Klein & Zax, 1965; Cowen, et al. 1966b). 

It is reasonable to suppose that if a helper is interested and enthusiastic, he 
communicates those feelings to the recipient. Such an ingredient may be an 
important determinant of constructive change. Some critics, even though^they 
recognize this point, have gone on to “look the gift horse in the mouth. 1 hus, 
Rosenbaum (1966), commenting on the Poser findings, states: certain y, 

people who have been rejected by the culture will respond to young, vibrant 
people who are humane and extend warmth. But here we are speaking of 
compassion and humaneness. Is this to be equated with the process of psy- 
chotherapy?” (p. 294). Given the known difficulties of effectuating positive 
change in human behavior by any means, to insist that change is true change 
only when it follows psychotherapy, or interventions by trained professionals, 

is a luxury we can ill-afford! ^ 

The more cogent concern about the “involvement-enthusiasm hypothesis 

is whether these characteristics are basic distinguishing attributes of the non- 
professional, or whether they are characteristics of most human beings as 
they become involved in exciting or challenging new experiences for the hrst 
time. Rioch (1966) raises precisely this issue when she suggests that the suc- 
cess rates of the nonprofessional might well taper off if they repeated the 
same activities over a five-year period. Such an hypothesis is both tenable and 
testable. If confirmed, it might point to constructive modification of programs 
for the mental health worker to include continuing exposure to new activi- 
ties and experiences. In this way involvement and interest could be maxi- 
mized, and the benefits to be derived from human enthusiasm could be more 
effectively harnessed. We may note, in passing, that the same argument can 
also be applied to the professional who, performing repetitive activities un er 
conditions of limited positive reinforcement, may eventually burn out. 

Another possible advantage of the nonprofessional has been pointed out 
by Rioch (1966). She observes that such individuals may bring fresh points 
of view, flexible attitudes and sometimes new methods into the field (p. 
291). The nonprofessional is not bogged down by the absolute knowledge 
and illusion of certainty which often encumbers the professional. In his 
naivete he may be more likely to stumble on effective and pragmatic new 
ways of approaching problems which the professional would have rejected 
as unsophisticated, improbable, or foolish. Thus, the open-minded profes- 
sional may actually be in a position to learn and profit from his associations 

with nonprofessionals. r • i 

A special element of the flexibility argument is that the nonprofessional 

can do things that the professional, by virtue of breeding and role-prescrip- 
tions, ordinarily cannot or will not do. He is in a position to be less formal 
and less rigid (Huessy, 1966b). Limits on his participation are less clearly 
prescribed. As Reiff and Riessman (1965) observe, “he can be invited to 
weddings, parties, funerals, and other gatherings— and he can go (p. 7): 




I 
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The importance of this potential should not be underestimated, particularly 
so as we place increasing emphasis, in our mental health models, on the 
value of concrete, everyday, coping experiences in contrast to intrapsychic 
determinants. While the nonprofessional’s freedom of action will undoubtedly 
vary as a function of particular circumstances, with some groups, especially 
the poor, it may be a factor of considerable potential. He is in a position to 
cut through certain types of role-distance problems inherent in many exist- 
ing, middle-class-based, helping procedures where technique is inconsistent 
with the life style or expectancies of the poor (Riessman, 1965). 

There is another, not entirely unrelated, point to be made. Rioch (1966), 
in her discussion of Poser’s findings, has suggested that one possible explana- 
tion for the relative success of the nonprofessionals was “that the patients 
cooperated more readily with people who were felt to be closer to themselves 
in the social hierarchy, that is close to the bottom of the ladder” (p. 292). 
This principle is the central element in a variety of helping approaches, for 
example, “AA,” Recovery Incorporated, or Synanon (Yablonsky & Dederich, 
1963; Volkman & Cresscy, 1964), where efforts are made to reduce social 
distance factors to zero by using a former victim of a condition as the help- 
ing agent for current victims. 

But, the argument is not limited to such specific instances. In the broader 
sense, we are speaking to the variable phenomenology of people who need 
help. Among them there are undoubtedly some who perceive the professional 
as an unapproachable authority, as someone who is removed from their prob- 
lems, or as a person with whom they cannot communicate because he is what 
he is. For such individuals, and they need not be lower-income people, these 
perceptions may block the possibility of being helped. There are, of course, 
many others for whom the authoritative and status-related attributes of the 
professional may be a helpful or facilitating element. Thus, the key to being 
helped will be found, for some individuals, in an authority relationship; for 
others, in a peer relationship. It is more than admissable that the nonprofes- 
sional will have advantages over the professional in establishing the latter. 

So far, we have attempted to identify in a general way some of the po- 
tential special assets of the nonprofessional. In particular circumstances these 
assets may assume even greater importance; and other attributes, not yet 
identified, may take on significance. Illustratively, Reiff and Riessman (1965) 
emphasize the social distance factor as one of the truly critical advantages of 
the indigenous nonprofessional. He, like the people he serves, is poor. He 
shares a common background with them, comes from the same neighborhood, 
and has suffered similar agonies. These factors facilitate his acceptability from 
the consumer’s standpoint and, at the same time, make it easier for him to 
identify and to establish rapport with them. “Know-how” is another attribute 
of the indigenous worker. He is thoroughly familiar with the neighborhood, 
its heartaches and difficulties, and ways of dealing with problems in such 
settings, far more so than is true of almost any professional. This puts him in 
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a good position to perceive individual needs in their natural “ 

undertake sensible and appropriate actions that wi seeii as sue . , 

Reiff and Riessman (1965) identify the special rantrihuttons 
the “style-match” between the indigenous nonprofessronal and his clientele. 

His natural way of doing things is also their natural way. It is rea ' X “ 
stood and comfLably accepted. S'-.ne of the characteristics of the 
worker’s stylistic preference for approaching life s problems "'hich are boA 
salient and highly adaptive to his functions and his setting are 
ing- practicalify/an external view of the causes of human difficulty, a con- 
crL action-dirLed posture, and a militant stance with respect to authority 

and social action. 

CHANGES IN THE WORKER 

Through experience gained with a variety of programs, there is grow- 
ing reason to believe that one potentially significant consequence of genuine 
nfolvement of the nonprofessional in mental health functions ,s comtruc- 
Z personal change in hin»elf. Such change may occur at di^ien 
depe^ing on the specifics of groups and programs, and a modest “ 

obiective evidence can be cited in support of the basic proposition. For ex- 
anlple, Holzberg et al. (Cffi. 6) and Cowen et al. ClSfifib) report ^mve 
change in the attitudes of college students Mowing their ” 

helping programs for mental hospital patients and public Mool children, 
resJ^ecthVKlein and Zax (1965) indicate further that such an experience 
may increase the likelihood of coUege students going on to 
health careers. And at a very different level it has been shown (Klein, Ch. 

9- Riessman, Ch. 10) that former delinquents, high ffihool dropouts, and 
welfare cases may, through participation in mental health-related functions, 

go on to careers in the human service fields. . . . i r i 

For many nonprofessionals, the process of being genuinely helpful to 

another human being may have considerable personal ™''!^ 

(1965) has referred to this as the “helper”-therapy principle. Ihoch (Ch. 7) 
L spoken of this in terms of bringing together multiple social >" 

their resolution. It is a principle which, at least implicitly, as g 

nized for many years and, indeed, lies at the root of venerable programs such 
as “AA” or Recovery Inc. Riessman carries this point one step fur y 
suggesting that the principal values of such programs may well be for the 

helper, rather than for the target person. ... 

^ There are many people who, by virtue of their hfe expe lence or he 

very structure of society itself, ate put in a ^sition ’*7 f ^ 

more than exist. Their lives ate characterized by a void, a lack of 
and no cleat sense of direction or purpose fot the Mute. Rioch (Ch. ) 
observes that this is the fate of many middle-aged housewives wh^ chil- 
dren have grown up and left the home. Fot very different reasons, the same 
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end-result may typify large numbers of low-income people and groups as 
diverse as delinquents, offenders, and retired oldsters. Such people can be 
viewed as an important potential resource in the mental health field, since, 
through the act of helping others, they may also be able to help themselves. 
Because, in some instances, these represent limited prognosis groups, the 
latter potential is not to be overlooked. There is need to plan for more syste- 
matic utilization of nonprofessionals who may need the opportunity to be 
genuinely helpful to others and can grow from such activity. 

A variety of mechanisms have been hypothesized (Reiff & Riessman, 
1965; Riessman, 1965) to account for the positive personal changes which 
some nonprofessionals have undergone through their human service experi- 
ences. There is the value of having a stake in, and a responsibility for, a 
meaningful job, including the satisfaction derived from acquiring new skills. 
That these skills can actually help someone who needs help may serve to 
bolster one's self-image either directly through the demonstration of concrete 
achievement or indirectly through the cognition that to help others one must, 
himself, be in reasonably good shape. There may also be straightforward 
benefits accruing to some because of an increase in status and prestige derived 
from their new role. Finally, the need for the helper to be able to impart 
knowledge may force growth by putting him in a mandatory learning posi- 
tion. These mechanisms may be thought of as helpful either individually or 
interactively and will certainly operate differentially in individual cases. 

The help that the nonprofessional mental health worker, particularly 
the more vulnerable one, derives through helping others contributes directly 
to the resolution of one set of social problems, creating more effective workers, 
and thereby establishes a potent force for the resolution of other social prob- 
lems. There is an intrinsic appeal in the pyramidal or multiplicative potential 
of the approach, which is opposite in its structure to the better known and 
oppressive vicious circles that have plagued mental health specialists for so 

long. 



POTENTIAL PROBLEMS 

Despite a growing willingness, sometimes born of desperation, to 
examine what the nonprofessional may be able to offer in various mental 
health programs, judgments about his contributions have largely been im- 
pressionistic. Since such personnel have not been used systematically for very 
long, we have not really had a chance to learn what the nonprofessional can 
or cannot do or to identify essential parameters that relate to effective func- 
tioning in various roles and settings. Accretion of such information is^ vital 
prerequisite for building a more efficient and effective mental health order. 
To acquire this information will require openness, an inquiring spirit, and a 
willingness to explore freely in new directions. The guidelines of overinclu- 
siveness and respect for the good hunch are to be preferred to those of con- 
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Thetlges" at«ca.es of nonprofessionalism (e.g. Riessman, 
,965?Lve b e -M to cite sonte specific potential pitfa^ - p. 

L”’ “ ;"eS=.“ 1ST M “ n 

Difficulties outweigh the iLvitable 

resources that the nonprofessional has to otter w S 

debits The development of nonprofessional manpower resources 
ino and supervising the nonprofessional. This may provide a pn veni 

threatened needs are rooted in economics, prestige, or status is not particul r y 
germane. The fact of resistance in professionals, who represent strong y vest 

Lerests and often operate from positmns of 

xxTSfJ irxll ~ .1.. - •» 

the argument overlooks the tact that stiii 6 , mental 

day by our inability to omission than 

heahh movement has probably suff^d more^ 

from its , the latter. Conceivably, in the 

rr oTr dit w-^ght have the opportunity - -^luate 7 present 

ly rigid definifions of what 0 » 

The foregoing discussion notwithstanaing, i 



432 



SUMMARY 



argue that only personal reasons prompt professioiials to object to the use of 
nonprofessionals in mental health programs. Emphasis has been placed on 
these types of reactions because they are identifiable, strong, and dangerous 
ones. But it is clear that reservations can be formulated on solid intellectual 
grounds and in perfectly good faith. Indeed, earlier in this discussion, it was 
noted that even ardent advocates of the use of nonp-'ofessionals are somewhat 
skeptical about the approach and ha\'e spoken to some of its danger points. 
Reiff (Ch. 5), for example, speaks of the dangers of power struggles which 
may develop between the professional and the nonprofessional and of the 
tensions around such struggles. 

Finally, there are certain practical problems, albeit thorny ones, that 
should be noted. One of these pertains to the level of specificity at which the 
nonprofessional should be trained (Sanders, Ch. 8). In highly oversimplified 
form, two orientations to training can be identified— one which emphasizes 
the agency needs that have to be met and the other, the development of the 
trainee. Since many early training programs have developed in specific insti- 
tutions, clinics, or agencies, there has been an understandable inclination to 
orient training rather specifically to the needs of the setting. Trainee-centered 
programs, while they recognize the necessity of providing skills and “know- 
how” suited to work in a particular setting, seek to go beyond such specificity. 
They assume that there are certain values, attitudes, and work habits which, 
for some groups, must be achieved as a prerecjuisite to effective function in 
almost any type of human service work. Further, justification for such an 
emphasis comes from the difficulty of knowing beforehand where a trainee 
will be placed and whether he will remain there. For these reasons, a more 
flexible type of preparation is to be preferred. Klein (Ch. 9) exemplifies this 
latter approach and utilizes the “core group” situation, plus on-going exposure 
to varied types of job activities during the training period, as the mechanisms 
for achieving the desired leeway. 

In some instances arrangements can be made beforehand to absorb the 
nonprofessioiial in a “captive” agency where he is being trained. In other 
circumstances, however, especially where new roles and functions are being 
carved out and where training is conducted by an organization which is 
largely performing a service function (c-g*> 3 University or a Community 
Mental Health Center), issues attached to the absorption of workers by com- 
munity agencies can become both complex and central. Job functions for 
which people are to be trained have to be conceived in the light of their 
potential utility in certain settings. Even if responsible administration in these 
settings, as an abstract principle, accepts the fact that a nonprofessional could 
be useful, practical problems may be expected— such as the lack of available 
budget or the absence of the proper spots in the agencies’ table of organiza- 
tion. These realities point to the absolute necessity of the professional’s work- 
ing closely with representatives of potential recipient agencies from the very 
beginning. They point also to the need for close on-going liaison between 
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twiners and recipient in'« 

mav perceive in the nonptofessional the time-hono ed spectres 

rne^nt’::d threat. Ano J problent, -ted previous^ ^tfthf edui”n 
Klein (Ch. 9), is the striving for ^ be a perfectly 

which some nonprofessionals have. is yp orowing 

natural conse,ue..e of ^ .^ffi.ent 

in ouTs^ems s; that such needs ntay be respected and accont- 

““'ttnclusion it is a matter of underscoring the obvious to point out that 
there are relatively few professionals who 

and the interest required for training "°"Pf „teet 

expand in needed increments if Peopk «e p Y 

circumscribed and repetitive service p.me nece^i y^ 

ntihzed for L, ,he time of the qualified profes- 

expansion maj c y yishment of training models, in 

sional trainer may best be usea m absorption of 

the evaluation of their effectiveness and m workin tow 

one of leadership to one of consultation. As this is -Sieved, ne 
,.„.rl, toward the development and evaluation of new model . 
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Chanoe in our approaches to mental health problems and redefin' 

tion of the sc,;e of the helping professions demand -f 
L viven to the changing role of the professional specials. 
recemt conferences have been devoted to this theme (Hoch & 
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development, self-awareness, an abiding concern for the indiviuu 
lly useful but necessary for effective functioning m emergent roles. 
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be some time before we can pinpoint witli confidence those aspects of cur- 
rent training that are viable and those that are not. Given the shifts in orien- 
tation already proposed in this chapter, however, certain recommendations 
about utilization of the mental health professional follow almost automat- 
ically. Some of these, at least in fragmentary form, have appeared in our 
discussion of earlier issues. The aim of the present section is to achieve a 
more coherent and systematized presentation of these views. 

The critical problem in this area is optimal utilization. A basic redistri- 
bution of our limited professional resources is needed so that they become 
more potent forces in efforts to reduce the mental health problems of modern 
society. The most important determinants of any such reapportionment will 

be found in the conceptual models that we hold. 

As one basic focus, we require a shift in the balance of the professional 
activities so that a relatively greater proportion of his time becomes systein- 
or institution-directed and a reLtively smaller portion is individual-centered. 
Given limited total resources, we must reduce currently favored one-to-orie 
clinical functions such as psychodiagnostics and psychotherapy and judiciously 
allocate those one-to-one services that remain. It is also necessary or e 
professional to exchange portions of his historically preferred passive s ance 
for a more active problem-seeking orientation. This means rep ^^^”8 ^ signi. 
cant amount of office, clinic, and hospital time with mental 
activities in the community and its primary institutions (Felix, P ’ 

1965b). It does not mean a simple transfer of the same technology froin one 
set of buildings to another. The attractiveness of the community resides in 
the opportunities it offers for constructive modification of infiuence systems, 
more sensible timing of intervention, extension of 

of our helping operations, and stemming the How of disorder. Granted that 
these are diverse ends which are to be achieved in very different ways they 
are also very basic and historically neglected ends. Unless a substantial por- 
tion of our total professional resources can be funneled in 
we shall find ourselves struggling eternally to tread water (Hobbs, 1964). 

More concretely, the professional can extend his contributions marked y 
through consultation with impactful care-givers (and other people in society 
who infiuence mental health status because they inevitably have contact with 
individuals in crisis situations), as well as with key community agencies and 
institutions. The full potential of the latter of these two approaches wi 1 be 
more nearly achieved to the extent that constructive modification of systems, 
rather than simply individual or case review, becomes a focus of consultation. 

If as we have assumed, professional resources will be insufficient to 
meet mental health needs and a part resolution to this problem lies in the 
judicious use of nonprofessionals, then it follows that a greater ^ ‘ ^ 

professional’s activities will be devoted to work with such individuals (Duhl, 
1965). He will need to be concerned with the nonprofessional in many ways 
including: definition of roles and functions in conjunction with appropriate 
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community agencies; recruitment and selection; development of a variety of 
training curricula; conduct of training; and initial placement as well as con- 
tinuity of function. Under some circumstances, effective execution of these 
functions may bring the professional into community action and quasi-politi- 
cal roles, since program implementation cannot always be divorced from the 
social context in which it is to take place. In the aggregate, however, the 
has c shift in professional roles which is called for lies in the substantial 
replacement of clinical service with educational, supervisory, consultative, and 
resource activities. 

If we may compartmentalize functions of the mental health specialist, 
we are speaking of a movement by the professional away from the traditional 
clinical-practitioner mold toward two relatively new and evolving ones— those 
of the mental health “quarterback” and the “social engineer.” There are no 
special difficulties attached to envisioning and operationalizing these two 
new molds (indeed, for the first we have done so already), but there are 
some very fundamental issues that must be raised about the qualifications of 
the mental health specialist for the role of social engineer. The essence of this 
role involves the analysis and understanding of social systems, their relation 
to human development, and ultimately, how their modification may con- 
structively affect such development. When we try to point to the specific 
skills that will be needed to meet .such objectives, as has been done at a 
recent training conference (Bennett et al., 1966), areas such as the following 
receive prime designation: group action, epidemiology, community organiza- 
tion, public administration, evolution and change strategies in social systems, 
principles of ecology, biostatics, etc. Given the underlying objectives, one can 
readily see the relevance of each of these areas to the task; yet few, if any, 
are even approximated in presently existing curricula for the advanced gradu- 
ate training of the mental health professional. The social psychologist v/ould 
come somewhat closer to such training than the clinical psychologist, and 
perhaps the sociologist would come closer than either. 

Sarason et al. (1966) use the term freciousness to describe the tendency 
of mental health professionals “to view what they are and do as unique, and 
to believe that they arc the only ones to ‘truly’ understand, grapple with and 
effect changes in individuals beset with problems in living and adjustment” 
(p. 34). It would be an act of extraordinary preciousness for any one or all 
of the helping professions combined to assume that they had special calling 
or unique qualifications for social engineer functions. To be sure, the helping 
professions have a vital stake in the furtherance of this role, and unquestion- 
ably, they can contribute much both by helping to frame meaningful ques- 
tions and by contributing to their resolution. But it is not for the helping 
professions to go it alone. They do not have the skills to do so. Again quoting 
Sarason et al. (1966), “To study and understand the community with the 
intent of serving it will require a type of personnel that now does not exist” 
(p. 648). Indeed, we may question whether there will ever be a single pro- 
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fession with the requisite skills for such a broad and demanding task. When 
mental health problems are approached at the level of the basic fabric from 
which society is fashioned, then appropriate modifications of the training of 
the professional can help him to understand relevant issues and determinants 
more fully, propose more cogent questions for study, widen his repertoire for 
answering these questions, and work more effectively with other groups 
toward achieving shared objectives. All this, however, will not alter the fact 
that the intrinsic complexity and depth of roots of mental health problems 
are such that we shall always require significant, continuing involvement of 
other groups working toward the furtherance of their resolution. 

More specific discussion of issues of professional training in this area 
raises a series of troublesome questions. (Based on a survey of chairmen of 
departments of psychiatry, one source has recently categorized well over one 
hundred such questions [Goldston, 1965b].) On logical grounds, the most 
basic of these is what is really meant by the term this area? Most existing 
training program; utilize the word community somewhere in their descriptive 
titles (e.g., community psychology, community psychiatry, or community 
mental health). But, as we have suggested earlier, this is a highly amorphous 
term which defines neither the conceptual model guiding the training nor its 
logical derivatives — i.e., the scope and content Oi the activities for which the 
professional is being prepared. Accordingly, two programs— each labeled as a 
training program in community mental health— need not have similar content 
at all. As an illustration, a program set up in the image of the mental health 
“quarterback” might place much heavier emphasis on care-giver and agency 
consultation, crisis intervention, and supervision of nonprofessionals than 
would one which is in the “social engineer’ tradition. The latter, impinging 
as it does on methodologies and skills drawn from diverse areas, should have 
a much stronger cross-disciplinary flavor. 

Structural variations are also found in professional training programs, 
and these exist at several levels — intradisciplinary versus cross-disciplinary and 
postdoctoral versus predoctoral. One of the earliest programs to be developed 
was that of Caplan (1959b), designed to provide one to three years of train- 
ing essentially for experienced postdoctoral specialists from various of the 
helping professions (i.e., psychiatrists, psychologists with the Ph.D. plus 
some experience, and senior social workers). The first year of this program, 
leading either to an M.A. in Public Health or an M.S. in Hygiene, is arge y 
didactic and cross-disciplinary in nature, including work in biostatistics, 
ecology, community organization, and epidemiology, among other areas. Later 
years are devoted primarily to practicum training in affiliated field stations. 
More recent modifications of this program are described elsewhere (Baler, 

1965). . , . 

Other types of postdoctoral training in community work exist, sometimes 

less well articulated or specialized than Caplan’s program. Such training may 
be intradcpartmental or interdisciplinary and is most often available in a 
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medical setting. There has been a highly noticeable trend, for example, to 
provide for rotation through one or more community-relevant activities as 
part of many residency and postresidency training programs in psychiatry 
(Bernard, 1964, 1965; Hume, 1964; Daniels & Margolis, 1965; Goldston, 
1965a, 1965b; Daniels, 1966). Portions of the recent volume by Goldston 
(1965a) are devoted to significant issues connected with this development; 
for example. How extensive should this new training be? What, exactly, 
should it include? When should it take place? How can we best introduce it 
into venerable and entrenched curricula, which are already overstretched 
(Gaplan, 1965d)? Similar problems are encountered in the area of clinical 
psychology where postdoctoral internships featuring part or extensive expo- 
sure to community work are rapidly developing. 

Relevant training at the doctoral level is quite limited and, for a variety 
of reasons, is confined largely to psychology. As recently as several years ago, 
the results of a survey (Golann, Wurm, & Magoon, 1964) indicated that 
there was only one formal training program for community psychology in 
existence, although discrete elements of such training were reflected in a 
number of clinical programs. Since that time, several new programs have 
evolved, both in the intradisciplinary and cross-disciplinary traditions. There 
has also been a marked expansion of community-type offerings in standard 
clinical training programs to the point where several institutions offer a com- 
munity “track” as one type of predoctoral specialization available to the 
clinical student. The substance of these programs, be they “whole” or “part” 
programs, is variable and is governed largely by the models and conceptions 
held by the trainers. There is, however, a strongly felt need for training 
community mental health personnel at the doctoral level, evidenced by the 
reports of several recent conferences dealing with such matters (Hoch & 
Raush, 1964; Bennett et al., 1966). 

The salient attribute of the program approaches that have been pre- 
sented in this volume is their newness— measured in terms of the history of 
science or the history of the helping professions. Accordingly, training prece- 
dents are virtually nonexistent. The fact of the matter is the mold is new, 
and we are not at all clear on how best to train tomorrow’s professional (Bri- 
gante, 1965; Gaplan, 1965b; Srole, 1965). Universities, which to an over- 
whelming degree govern the nature of professional training, are, in general, 
not yet ready for this operation. Once a graduate training program becomes 
fixed, it is extraordinarily difficult to eliminate existing courses and to add 
new ones. In other words, revamping professional training programs inevitably 
entails fighting the cumulative inertia of many decades. Sarason et al. (1966), 
in a remark that combines good humor with archetypic wisdom, have ob- 
served: “We are fully aware that changing training programs is a task to be 
undertaken only by those who need to indulge their masochistic tendencies” 
(p. 648). Traditional training methods for professionals, though they do not 
necessarily prepare students for the most needed or most meaningful mental 
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health functions, do have the tremendous advantage of being establwhed 
hivhly operational, and readily communicable. We have had much experienc 
„rthL Rorschach and the use of “serial sevens” in the diagnostic clinical 
examination. We believe that we understand what these techniques mean 

what their use is, how to teach them, and how to 

using them. This, intrinsically, gives them a certain aura of rightness, 

in turn means that they are likely to “die hard”! 

Much the opposite is true for professional training built on t e ypes o 
cmervent approaches v/e have hcen discussing. We are more than hard- 
pressed to delineate, even if only in moderately clear form, what or how we 
kould he teaching. The entire training situation is a new one; “d since its 
basic dimensions cannot be clearly identified, it is potentially very threaten- 
ino. Relevant course work is not amply defined; and F^aps mote 
we ate lamely without the types of identification models 
le of IcLlg “come alive” (Caplan, 1965b; Duhl, 1965; Sabshin, 1965> 

We have little difficulty in recognizing that the types of 
which will be most germane, whether defined m terms o ac i i 
tings, should differ sharply from those heretofore regarded “ "1 to ^ 
ttainino of the mental health specialist. But, as yet we do "<)t have clear 
awareness of what these differences should be (Caplan, 1965b). HopefuHy. 
questions about the nature and extent of P^cticum experiences will tem 
?eadily approached as we come to sharpen our ideologies “d “bjec 'ves W 
must keep in mind, also, the possibility that emergent practice wil lead us 
looically w institutions, agencies, and settings which, though important con 
centually to the furtherance of mental health goals, do not have personne 
who ate in a position to assume responsibility for professional training. 

Given the foregoing ambiguities, it is certain that new developments in 
the training of mental health professionals will be a slow, mistake-makm, 
process chamctcrized by the time-honored attributes 
ence” and ‘boot-strapping.” Such training will have to build on ‘he b J 
the few concrete models and ptogtams now m existence. Indeed, one o 
fundamental purposes of this volume, with its emphasis on the description of 
concrete programs in action, is to make some of this work better known. 

AlthLgh the composite picture that we have painted of currently avai 
able professional training in this new area might justifiably be describe in 
words such as groping, fragmented, variable, pragmatic, h“‘dy 
let it not be assumed that these terms are necessarily used m a discrediting 
or pejorative sense. It must be emphasized that these same training programs 
often flow from a well-spring of open-mindedness social resimns.vencss mteh 
Icctual curiosity, willingness to explore, and dedicated pursuit, 
cluster of attitiules and characteristics is the sorely needed substance of new 
discovery. If the price wc must pay for them, at this stage of our develop- 
ment is some orroping and vagueness, then it is still a argain. 

it is well to consider, as realistically as possible, some of the sources of 
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resistance to changes in professional training. There is, first, the problein of 
intellectual inertia. Many of the new approaches which we have viewed as 
esMiitial to the improvement of out mental health order will requite s m 
hteaking away from the routine and humdrum professional arts Ce-g., diag- 
nosis and therapy) that out professional ancestors have “ 

long, that we ourselves have been bred to do, and above all that we have 
coie to feel secure, cozy, and comfortable doing. Understandably, this will 
not be easy to accomplish. In most instances the behavior of professionals is 
governed by the conviction that what they ate doing now is important, help- 
ful and the best they can do, whether or not there is an objective basis for 
such feelings. Accordingly, proposed changes in training ate likely to chal- 
lenge entrenched beliefs and powerful motivatioi.a. systems. 

These cognitive and conative systems ate already in evidence even while 
a person is a student and long before he becomes a functioning professional. 
Discriminations ate quickly made by students among the ramponents ot a 
ttaininv program, and value hierarchies ate established for these various ele- 
ments. Some are scorned, some ate tolerated as necessary evils, are 

accepted because they ate clearly instrumental to the performance of higher- 
order functions; still others ate seen as cherished goals-the very renith of 
professional function. As a general rule, training in psychotherapy has come 
to be perceived in the latter light, and there ate many who see it as the 
“be all and end all” of the professional’s activities. Indeed it is possible that 
manv individuals go on to graduate training in one of the helping profes- 
sion.s primarily to achieve the psychotherapy pinnacle. Where value is so 
high, the struggle to achieve the objective so great, and the subsequent 
rewards, in whatever sense, substantial, the function is extraordinarily refrac- 
tory to extinction in the individual and the perpetuation of the system is 

assured until a comparable alternative is established. 

But the problem goes beyond the strong cathexis that most professionals 
have for the specifics of their present functions and the fart that they derive 
much gratification from these. We must go one step further and underscore 
the fart that the needed alternative roles may often be characterized y 
attributes which, at least in the short-range sense, reduce their attractiven^. 
Visible and palpable results of professional effort may extend much further 
into the future. Means-end contingencies ate likely to be blurred, m ‘hat 
will be much mote difficult for the professional to point to a way in which his 
professional actions relate to constructive change in the life situation o a 
given person who has come to bin. 1 ■. assistance. A greater ptojrottion of the 
professional's everyday operations will je relatively impe^nal in Mntrast o 
the closeness and intimacy of the one-to-one clinical dialogue. This may 
thwart the gratification of some power and control needs, which, understan - 
ably are important elements in the psychic economy of many professionals. 
To be at all realistic, it must be recognized that each of the foregoing con- 
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siderations represents a significant potential source of resistance to change in 
professional training and function. 

How these resistances may be overcome is a vexing problem. That we 
need to overcome them is suggested in the following statement by Rioch 
(1966); “If our mental health system is to change in an orderly, evolutionary 
manner rather than a chaotic revolutionary one, I suggest that the profes- 
sionals would benefit if they would identify themselves with the advancement 
of knowledge rather than the practice of a craft, or, if you prefer, of an art. 
This would leave some very large keys for them and at the same time make it 
possible for them to unlock the doors for many others” (p. 291). The crux 
of the matter is that we need to provide a basis for the reorganization of 
professional goals which does not do violence to the fundamental gratifica- 
tions of being a professional. Phrased otherwise, the professional must come 
to believe that only through the utilization of alternative technologies and 
participation in different types of activities will he do a better, more signifi- 
cant, and more socially utilitarian job. This will not be accomplished by 
rhetoric, no matter how elegant or convincing, but rather through slow, 
painstaking accretion of data that provide a compelling basis for reorganiza- 
tion of central values of the professional. For this reason the prime need at 
the present time is that of doing— of establishing workable and viable pro- 
grams in the emergent tradition (Caplan, 1965b). Convincing demonstra- 
tions of the effectiveness of new approaches will constitute their best “sales 
pitch” and the prime grounds for modifying professional training. Another 
salutary outcome of such demonstrations would be the increasing infusion of 
our influential training centers with knowledgeable, experienced, ego-involved 
“identification” models who will be in a position to convey conviction and to 
generate enthusiasm in the process of teaching their students new ways of 
approaching old problems. 

Before concluding this discussion of professional training, there is one 
additional point to be made, perhaps the most important of all. We can 
never aspire, even in the best of training programs, to prepare professionals 
for the full spectrum of situations and challenges that they will be called 
upon to face in their subsequent careers. There is, in fact, no good way of 
anticipating what these will be. Therefore, one major emphasis of all pro- 
fessional training should be to develop a healthy skepticism for what is pres- 
ently assumed to be the proper way of doing things, to foster a problem- 
solving orientation, and to instill a generalized set of expectations that one 
will be called on to engage the new and the unexpected. To use a concept 
which is admittedly overworked these days— and often underspecified— we are 
speaking of “training for innovation” or, as Reiff (1966) has phrased it, 
training for “versatility.” The essence of both of these concepts is the ability 
of the pr( '’essional to implement his conceptual grasp through flexible and 
constructive adaptations to the novel situation— to be able to recognize, and 
to capitalize upon, opportunities for utilizing new combinations of skills and 
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„ized .0 the extent that three basrc ^e undersLd- 
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ceptualizations about the ways in wh P ,ggj„ ^ good 

Isolated ad hoc solutions may be qui e i g i comprehensive network 
deal from them. However, the T tranSL Ae specihes 

of conceptualizations is that it provides ^ Orderly, 

of knowli and previously encountered “ preferred 

and internally consistent frame of teferm , J ^ its 

approaches to an almost limitless nurnte of * “ ,hat the 

scope-the new and strange as vve “ ^ ^ pieced much empha- 

recent Boston training conference ( > r • through 

sis on the hare entrte to the special role 

participation in the communi X P ' framework of psychological knowl- 

edge and concepts Cp- 1^> ^ , rr,pntors who even if not them- 

ro'work in close association wiA .cachings a sense 

selves innovators, at least convey challenges of the unknown, 
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vance and pay-off potential of research is usually so removed from the prac- 
titioner that, for him, there is always the illusion of its postponability. 

This is not to imply that the mental health fields, particularly when it 
comes to the evaluation of specific practices and treatment approaches, have 
been devoid of research. Rather it is to suggest that the research that has been 
done is characterized by certain critical and recurrent types of shortcomings. 
The chronicity and seriousness of two of these problems warrant their specific 
citation. First, since advanced professional training of mental health special- 
ists has not emphasized preparation for research, its products do not ordinar- 
ily acquire some rudimentary tools of the trade. As a consequence, substantial 
portions of the mental health research literature must be seen as unsophisti- 
cated and assailable. Such work is often characterized by problems of design, 
inadequate controls, lack of refinement of technique, and inappropriate cri- 
terion measures. Second, and perhaps more insidiously, much of the evalua- 
tion of our mental health methods and programs is carried out by professionals 
who, for any one of a score of reasons, have a very deep stake in the program 
or system. When impressionistic appraisal is the prime vehicle of evaluation, 
the dangers of experimenter bias (Orne, 1962; Rosenthal, 1964a, 1964b, 
1966) are profound. 

To place the matter in a slightly different perspective, the professional, 
if he is to be effective, must believe in what he is doing and must be invested 
in his everyday activities. His role, understandably, does not conform to the 
stereotype of detached objectivity that we have for the scientist. To the extent 
that he serves simultaneously in the roles of participator and evaluator of a 
given set of events, he must be regarded as a biased observer for whom certain 
outcomes, whether consciously or otherwise, may be inimical and unaccept- 
able. Though the observations of the participating professional may represent 
one admissible source of data, and, indeed, may constitute an especially fer- 
tile basis for generating hypothesis, to the extent that they are utilized as the 
prime vehicle for assessing the effectiveness of methods, we expose ourselves 
to systematic error that will obstruct progress. Unfortunately, we have, in the 
past, been forced to depend too heavily on this type of evaluative criterion 
because it has been the only one available to us. This may be a factor in the 
perpetuation of technologies or systems in the mental health area that might 
well have crumbled under more rigorous research scrutiny. 

Unquestionably, the principal aims of this volume have been the codifi- 
cation of ideas and conceptions and the description of concrete programs 
which, seemingly, exemplify emergent approaches to mental health problems. 
It is apparent that, in striving to meet these objectives, a sense of disappoint- 
ment and dissatisfaction with the total amount of our societal effort to date in 
the mental health area has been reflected. Moreover, specific questions have 
been raised about the defensibility of many current mental health practices; 
and at least by implication, the charge has been made that the empirical base 
which justifies such practices is extraordinarily weak. 
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Much of what we have pointed toward, especially in terms of long-range 
stratagems and planning, departs significantly from what has been the typica 
and ptefetted modus operandi in the mental health sphere. At tire same time, 
however, it should be clearly understood that the empitmal ba^ for the 
proposed “new order” is no more substantial than that for the challenged old 
one. The weight of both out argument and out plea tests squarely u^n a 
vulnerable amalgam of logic and faith. It would be a ttagedy were we simp y 
to trade an ancient set of faiths for a new one. What we have sought to 
establish in this volume is that there is eKotiglt rationality and logic Can , 
perhaps, even a slow, beginning trickle of data) to justify increasingly vigor- 
ous pursuit of these approaches-that, somehow, the combinatiori of evident 
shortcomings of the old and promise of the new adds up to a l>«nUng h- 
cense” in this area. In the final reckoning, however, the fumre shape of the 
mental health order can only be governed by empirics which are, as ye , 
unknown to us. This means that comprehensive and sophistirated research 
is a necessity of the highest priority if we ate to aspire to sound and orderly 

progress in the decades to come. , , . , , i j 

While the problems of inadequate research which have plagued .he 
mental health fields are chronic and generalized ones, there ate additiona , 
somewhat particular, reasons which underscore the importance of research in 
the emergent areas we ate considering. As Romano (Ch. 2) observes, the very 
newness of these approaches causes them to be seized upon, by some, with 
evangelistic fervor and a totally uncritical attitude. The pathways to truth ate 
hardly made of such components. As a derivative of this point, we may antici- 
pate l\at some of the multitude of new approaches which ate to be expl 
will be highly susceptible to the so-called “Hawthorne efiects. In 
the active ingredient of a given program may not be its obvious attributes o 
substance, hut the inordinate energy and enthusiasm of those w ° ^ 

ing it out. There is nothing per se wrong with the latter, except that y 
no, be sustained in repeated program applications. If that is ^ 

misled through a confounding of form and content, wherein results attributed 
to the latter ate in fact a function of the former. Each of the foregoing is 
very real danger for which our best protection is careful research. 

^ It would be illusory and naive to assume that what has been presented 
under the banner of emergent approaches has suddenly materialized out of 
nowhere. While developments of this genre have multiplied appreciably m 
recent years, precursors, both vestigial and full-blown, have existed for some 
time. A collective failing of this prior work has been its isolation from th 
mainstream of knowledge. Often done as demonstration projects or pilot 
studies in specific settings and lacking any type of research evaluation, 
social benefits that have accrued arc sharply limited (Freeman & Sherwood, 
1965). It is highly probable that the total national investment in such projec s 

has been considerable, but their contributions ''Jml 

and have most certainly been nonadditive. Brooks (1965) develops this same 
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argument as it applies to evaluation of community action programs. Without 
sound, serious research and its logical by-product— contributions to knowledge 
in the scientific literature— we are doomed to restricted progress and the waste- 
ful fate of unwittingly retraversing blind alleys. In this sense we can no 
longer afford not to do good research. 

It is disappointing to note that several recent authoritative publications 
which have addressed themselves to research needs in the mental health area 
have not done so with sufficient strength. In the summary of the Joint Com- 
mission Report (1961), the relevant statement is as follows: “States should 
be required ultimately to spend 2Vi per cent of State mental patient service 
funds for research (p. xxii). Given the foregoing expression of values and 
allocation of monies, one cannot help but wonder whether we are guarantee- 
ing that tomorrow’s mental health order will look very much like today’s. 
More recently Smith and Hobbs (1966) in a position paper on the community 
mental health center adopted by the American Psychological Association pro- 
pose an annual research expenditure between 5 per cent and 10 per cent of 
total budget. This recommendation is accompanied by some comments which 
appear to be highly supportive of research efforts, for example: “Only through 
explicit appraisal of program effects can worthy approaches be retained and 
refined, ineffective ones dropped ’ (p. 508). The force of this sentence, how- 
ever, is diluted by the one that follows: “Evaluative monitoring of program 
achievements may vary, of course, from the relatively informal, to the system- 
atic and qualitative, depending on the importance of the issue, the avail- 
ability of resources, and the willingness of those responsible to take the risks 
of substituting informed judgment for evidence” (p. 508). The soft spot of 
this second statement resides in its willingness to anticipate conditions under 
which research will not or need not be done, or can be done half-heartedly. If 
this is not the intent of the comment, then its wording is sufficiently ambigu- 
ous to allow for interpretation along those lines by those whose values do not 
prominently feature research. 

In our view there is little basis for equivocation where matters of research 
in the mental health field are concerned. If viable new approaches are to 
develop, there is urgent need for serious, comprehensive, and entirely “hard- 
nosed research. This is true whether we are talking about understanding 
social systems and their impact on behavior (Freeman & Sherwood, 1965) or 
alx)ut specific mental health-oriented programs such as consultation with care- 
givers (Cohen, 1966), early secondary prevention in the. schools, training of 
indigenous nonprofessionals, etc. Indeed, it is our conviction that formal 
research should be built into every program-that it should be regarded as a 
basic necessity rather than a luxury. Our research technology in the mental 
health sphere, though far from perfect, has advanced strikingly in the past 
several decades, and already existing know-how is such that most relevant 
problems are, indeed, researchable. The real issue then is the value that we 
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come to attach to such functions and the extent to which responsible author 
ity can abet the dignification and perceived meaningfulness of research. 



Concluding Remarks 



Few can argue that the cumulative result of prior mental health 
efforts has been the desired one of substantial reduction of the number and 
seriousness of mental health problems in modern society. Our greatest failing 
lies in the imbalanced emphasis that has been placed on the treatment of 
evident, oftentimes florid, pathology as opposed to efforts directed at stem- 
ming the flow of disorder. This failing has been magnified by the circum- 
scribed reach of existing methods as well as by their limited effectiveness. 
There is greater hope that flow of disorder may be slowed down through 
modification of influential social systems which shape human development 
rather than through the one-to-one clinical interaction. Thus, the key to our 
future mental health welfare is to be found in the fundamental conceptua iza 
tions, assumptions, and models that we adopt. As these become more crysta - 
lized, many variations in program application will become apparent and a 
into line.” In other words, a specific master blueprint does not exist, and there 
will always be the need for particular tailoring of programs to the needs and 



attributes of specific settings. , . , i u 

The choice of the word emergent in the title of this volume has been 

deliberate one. It implies a set of developments which are still very young and 
very much in process. As such, it also betrays a certain lack of specificity and 
an incomplete knowledge of the future shape of things. Accordingly, there is 
need for a high level of tolerance of ambiguity-a willingness to try out and 
to discard. Througho. it is essential that such work be researched with 
dedication and rigor. We are only just beginning to explore models for the 
training and function of the mental health professional. We also need to 
understand a great deal more about the potential for utilization of ma^ny dif- 
ferent types of nonprofessionals in mental health roles. And, "™“ch e ort 
must be directed toward effective extension of our mental health program- 
ming to the heretofore unreached. This will, necessarily, require t e app i 
cation of new— perhaps as yet unknown-techniques to long-standing, neg- 
lected problems. • * „ » 

The one thing that we can be sure of is that we face disappointment, 

uncertainty, and a constant struggle. Perhaps this is part of the price t at 
must be paid for growth and constructive change. But with emphasis on the 
community and its primary institutions-especially those affecting the young 
-a fundamental shift in emphasis to the prevention of disorder, and hard- 
nosed research, our hopes for making greater strides in the mental health area 

may be fulfilled. 
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counselors, 230 
Emergency services, 38, 181 
Emotional adjustment oF children, 296 

FF. 

Emotionally disturbed children 
early intervention For, 407 FF. 
teacher-counselor For, 352 FF. 
teacher-moms For, 369 FF. 



Environment 

influence oF, 47, 54, 56 IF. 
therapeutic community and, 129 FF. 
Ethical choice, 223, 224 
Etiology oF emotional disorder, 395 

Father-son role, 364 

Federal Community Health Program, 

86 

“Fee For service” ethic, 78 
Finances, 14-15, 35, 416 
Florida, University oF, 264 
Fourth-grade behavioral sciences, 257 

FF. 

Fragmentation oF care, 198-199, 386 

Graduate students 

ratings oF day-care program, 346 
as teacher consultants, 307 FF. 

Group Leader Evaluation Inventory, 
137-138 

Group sessions, 130 FF., 217 FF. 
counselor trainees For, 116, 1:7 
day-care activity program, 344-345 
eFFectiveness oF proFessional vs. non- 
proFessional in, 418-419, 426- 
428 

human service aide training in, 150 

FF. 

vs. individual consultation, 234-235 
Neighborhood Service Center and, 
176-177 

For parents, 290 FF. 
teacher's role in mental health and, 
276 

Grouping, school, 373 
Guidance counselors, 230, 231 

Habit Formation, 266 
Hampshire County School, 263 
Harlem, 172, 257 

Health Department services, 200, 215, 
222, 293 

Hearing and speech spr.?ice, 371 
Helper-therapy principle, 429 
Heredity, 71 

Hioh school counselors, 230, 231 
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Hill-Burton Hospital Law, 35 
Home vs. school influence, 244 
Homemaker, 422 
Hospital 

college students as Companions in, 
91 ff. 

psychiatric units, 35, 64 
state, history oF, 129 
Hospitality index, 273 
Housewives 

as counselors, training oF, 110 IF. 
selection oF, 424 
as teacher aides, 336 IF. 
as teacher-moms, 375 IF. 

Housing ser^’ice aide, 422 
Human growth and development in- 
struction, 157 

Human service aides, training oF, 144 
IF. 

Inadequacy syndrome, 53 
Individual 

vs. group consultation, 234-235 
integration oF social process with, 82 
Industrial model, 80-81, 420 
Inequities in sendees, 19-20 
Inertia, intellectual, 439 
Innovation, training For, 440-441 
Institute oF Social Research, 255 
Institute For Youth Studies, 145, 152 
Institutional change, 166, 177 IF. 
Institutional roadblocks to teachers, 
285-286 
Institutions, 5 
change in, 74 IF. 

See also Hospitals 
Insurance programs, 35, 38, 64, 65 
Intergroup programs, 1 77 
Interviewing by housewives, 119-120 
Introspectiveness, Companion program 
and, 104-105 

“Involvement-enthusiasm” hypothesis, 
427 

Job descriptions, 157-158 
Joint Commission on Mental Illness 
and Health, 9-11, 13, 21-22, 
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49, 67, 102, 233, 257, 408, 
444 

Leaders oF community, consultation 
with, 235 

Legislation, 22, 65, 67 
Level-oF-organization disorders, 42-43 
Liaison teacher in Re-ED, 360-36 1 
Libido-quantum theory, 45, 52 
LiFe space theory, 281-282, 284-285 
Lincoln Hospital Mental Health Serv- 
ices, 163, 164, 175 
Local issues, involvement in, 172 
Local responsibility, 37 
Low-income people, see Poor 

Manhattan survey, 19, 128 
Manpower problem 
causes oF, 128-129 
conceptual models and, 63 IF. 
existing, 14-15 

institutional change and, 74 IF. 
needs, 12 IF., 63, 72, 80, 110, 128, 
214, 232-233, 353, 396, 417 
reconceptualization oF, 68 
training problems, 140-142 
Maternal assessment oF child’s adjust- 
ment, 296 ff. 

Maternal attitude scales, 299 ff. 

Medical model, 41 ff., 392 ff. 
academic psychologist and, 46 
assumptions oF, 352, 391, 395, 396 
changes in, 64 ff., 398 
compensatory vs. open, 47-48 
conceptual problems with, 49-5 1 , 397 
criticisms oF, 41-43, 49, 53, 64, 394 
ff. 

disease model, 69 ff., 393 
historical antecedents oF, 43 ff., 394, 
399 

individual therapy and, 41 
mental health problems and, 41-42, 
48 ff., 393-394 

nonproFessional role in, 420, 421 
principles oF, 42, 393 
tools oF, 42 

Medical services oF school, 371 
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Medicare, 65 
Medicine 

educational changes and, 34-35 
role of, 200 

Mental health, definition of, 42 
Menial Health Analysis, 265 
Mental health institutions, history of, 
33-34 

Mental health movement, 33 ff. 
causes of, 40, 201 
conceptualization in, 391-392 
Community Mental Health Act and, 
11,22 

current perspectives in, 11-12 
demand and need in, 12 ff., 20, 78- 
79 

historical perspective of, 1 ff. 
inequities in, 19-20 
Joint Commission on Mental Illness 
and Health and, 9-11, 13, 21- 
22, 49, 67, 102, 233, 257, 408, 
444 

National Committee for Mental Hy- 
giene and, 7 

National Mental Health Act and, 9, 
35 

objectives of, 36 

Office of Economic Opportunity and, 
10-11,164 
prevention and, 7 
psychiatry and, 35 ff. 
school as focus in, 278 ff., 404-405 
team in, 196 ff. 

Mental illness, 74 

attitudes toward, 101-102 
incidence of, 214 

Michigan Society for Mental Health, 
271, 273 
Middle class 

adjustment of children of, 298 ff. 
housewives as therapists for, 115 
Midtown Manhattan Survey, 19, 128 
Milieu therapy, 129 ff. 

Million dollars dilemma, 246-247 
Ministers, case-seminar with, 227-228 
Minnesota Multlphasic Personality In- 
ventory, 100, 104 

Mobilization for Youth, 168, 174, 179 



Moral judgment. Companion Program 
and, 103-104 
“Moral weakness,” 77 
Mothers 

assessment of child’s adjustment, 299 

ff. 

in poverty, 71 
unwed, 199 
Motivation 

for delinquents, 147 
effectance, 47 
role prescription and, 367 
for student Companions, 99 
Multi-agency involvement, 197-198, 386 



National Committee for Mental Hy- 
giene, 7 

National Institute of Mental Health, 
35, 113 ff., 133, 295, 333 
National Mental Health Act, 9, 35 
Naturalism, 44 

Need for Assistance Scale, 319 
Needs for mental health services, 12 ff., 
20, 148 

Neighborhood Service Center, 83, 162 
ff., 403 

community action model, 165-166, 
171 ff. 
costs of, 183 
functions of, 166 ff. 
goals of, 165-166, 180 ff. 
institutional change and, 177 ff. 
nonprofessionals in, 167, 168, 170, 
173, 174-175, 181, 182 
past failures of, 169-171 
prevention, 164, 166 ff., 180 ff. 
structure of, 164 

Neurosis, popular vs. professional view, 
of, 76 

New Hanover County Association for 
Mental Health, 215 
Newtonian physics, 44-45 
New workers and techniques, resistance 
to, 141 

New York City schools, 253, 257 
Nonintellective education, 103, 108 
Nonprofessionals, 15, 417 ff. 
assets of, 426 ff. 
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Nonprofessionals (cont'4) 
changes in, 429-430 
college student as, 91 ff., 341 ff., 424 
employment of, 121, 138-140 
evaluation of, 120-121, 126-127, 

418-419, 426-428 

housewives as, 1 10 ff., 336 ff., 375 
ff., 424 

judicious use of, 434-435 
medical model and, 48 
in neighborhood community action, 
83-84, 167, 168, 170, 174-175 
positive personal changes in, 430 
problems of, 430 ff. 
roles and functions of, 420 ff. 
selection of, 116-117, 132-133, 136, 
144-146, 174-175, 337, 342- 
343, 375, 423-424 
struggle of, vs. professional, 86 
teenager as, 244 ff. 
training of, 424-426, 432. See also 
Training 

Northeast Independent School System, 
311, 312 

Nurses, case-seminar with, 225-227 

Occupational inadequacy, 53 
Office of Economic Opportunity, 10- 
11, 164 

On-the-job experience for human serv- 
ice aides, 155 ff. 

Openness, 56-57, 58 
Open-system orientation, 46-47 
Opinions about Mental Illness (OMI), 
103 

Order, attempts at, 43-44 
Otis Group Intelligence Test, 230 
Outpatient care, 195, 201 

Paramedical group interest, 38 
Parents 

attitude scales, 299 ff. 
early detection and, 332, 335-336 
emotional adjustment of children 
and, 296 ff. 

group therapy in schools and, 290 ff. 
teachers’ meetings with, 276-277 
Participant-conceptualizers, 82, 441 



Passivity, 173 

Pastoral counseling, 228 

Pathology 

in children consulted, 325 
educational intervention and, 356 
medical model and, 393 
rates, 50-51, 172 
Patients 

Companions for chronically ill, 91 

ff. 

government of, 131-132, 135 
professional vs. nonprofessional thera- 
py for, 418-419, 426 
socioenvironmental therapy for, 130 
ff. 

Paying 

human service aides, 1 52 
Neighborhood Service Center work- 
ers, 183 

People-centered operations, 405 
Personality development, 45 ff. 
closed systems and, 44-46 
compensation and, 45 
open systems and, 46-47 
theory training, 134 
Philadelphia State Hospital, 130 
Physics, influence of, 44-45 
Physiological dysfunction, 52 
Planning, 37, 222-223 
Play, 245, 344 
Political clout, 86 
Poor 

adjustment of children of, 298 ff. 
alienation of, 123, 185, 196-197, 
402 

apathetic, 173 

communication problems with, 48- 
49, 75, 162 
ideological focus of, 77 
mental health services for, 74-75, 
191 ff. 

mental illness in, 19, 57, 188 ff. 
mothers, 71 

multi-agency involvement of, 197- 
198 

neighborhood center for, 162 ff. 
reorganization in psychiatry for, 209- 
210 
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Poor (cont'd) 

research techniques for, 1 86 ff. 
self-determination vs. self-actualiza- 
tion in, 77 

Postdoctoral training, 436-437 
Power issues, 84-85 
Preciousness, 435 
Prevention, 18-19, 21, 398 ff. 
consultation and, 216 
crisis theory and, 405-407 
criticisms of, 408, 415-417 
early detection and, 331 ff., 400, 
407 ff. 

function of, 81, 401 
habitats for, 403-404 
interdisciplinary struggles in, 83 ff. 
neighborhood centers and, 166 ff. 
nonprofessional role in, 405, 411 If., 
422 

people-centered operations, 399 ff. 
poor and, 402-403 

primary, 18, 81-82, 240, 252 If., 
400, 407 

professional role in, 413, 414 
in schools, 230-240, 250, 252 ff., 331 
ff., 375 ff., 400, 404, 407 
secondary, 18, 180-182, 400, 405, 
407, 411 

after-school program and, 341 ff. 
traditional methods and, 353 
social systems change and, 399 
systems-centered operations, 399 ff. 
target groups for, 341, 403-404 
tertiary, 18, 180-182, 400 
theoretical basis of, 399 ff. 
usefulness of, 408-410 
Private care vs. public care, 63 
Problem resolution, 54-56 
Problem Situation Test, 255 
Professionals, 14-15, 433 ff. 
changing role of, 15-16, 40, 82 ff., 
154, 400-401, 433-434 
for Companion program, 93-94 
in consultation, ''18, 225 ff., 234, 
413-415 

effectiveness of, vs. nonprofessional, 
418-419, 426-428 
inequities in services and, 20 



institutional change and, 74 ff. 
judicious use of nonprofessionals by, 
434-435 

misrepresentation as, 141-142 
for parental group therapy, 291 
poor and, 76 

vs. popular view of mental health, 
75-76 

preciousness of, 435 
resistance to change of, 141, 431- 
432, 439-440 
responsibility of, 390-391 
role of, vs. nonprofessional, 420-421 
supply of, 36, 66, 80 
teacher-counselors and, 357, 358, 
360, 361 

teacher-moms and, 379 
training of, 436 ff. ® 

Protest social action group, 1 79 
Psychiatric ratings, 50 
Psychiatrists, nur.ber of, 36, 66 
Psychiatry, 85 
clinics, 35, 64, 201, 401 
cross-sectional patterns of, 191-192 
dissatisfaction with current, 40-4 1 
longitudinal patterns of, 1 92 ff. 
Psychoanalysis, 36, 85, 253 
Psychological influence of school, 239 
ff., 274-275 
Psychology 
clinical, 85-86 

mental health worker and, 139-140 
school services in, 371, 385 
study of, in America, 35-36 
theology conflicts with, 228 
training in, 437 
Psychosis, 76, 194, 195 
Psychotherapy 
aims of, 77, 78 
alternatives to, 18-19 
educative process as, 385 
hopes for, 16-17 
housewives and, 1 14 ff. 
reinforcement in learning about, 317 
teacher counselors for, 352 ff. 
Psychotropic drugs, 40 
Public care vs. private care, 63 ff. 
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Public health nurses, case-seminar with, 
225-227 

Reading teachers, 372 

Re-ED, 352 ff. 

Referrals 

to mental health teams, 202 
for schools, 287-288 
teacher aides and, 340 
teacher-counselors and, 355 

Rehabilitation, neighborhood centers 
and, 182 

Religion, counseling and, 228 

Remotivation program, 96n. 

for characteristics of successful men- 
tal health workers, 138 
for college graduate capability, 137 
historical role of, 441-442 
for hospitals, 1 42 

Joint Commission Report and, 444 
for schools, 248 If., 319, 347 If. 

Resources, existing, 14-15 

“Risk category” rating, 1 44 

Role theory, 363 ff., 367 

St. Louis project, 290 If. 

Schizophrenia, 194, 196 
case vignettes of, 380-381 
group therapy for, 418-419, 426 
teacher-moms for, 369 If. 

School 

Bank Street College study, 242 If. 
behavioral sciences in, 257 If. 
cognitive development and, 245, 250, 
254, 259 
comfort in, 259 

as competent institution, 309-3 1 1 
consultation in, 229 ff. 
core concepts and, 272 ff. 
curriculum, 254 ff., 285 
emotional investment in, 240-241 
future research for, 248 ff. 
health services in, 370 ff. 
home influence vs., 244 
mental health program, 278 ff. 
parent group therapy in, 290 ff. 
prevention in, 239-240, 250, 252 ff., 
331 ff., 375 ff., 400, 404, 407 



SUBJECT INDEX 

psychological influence of, 239 ff., 
274-275 

psychological services in, 371, 385 
referral processes, 287-288 
self-perception and, 245 
sex differences in influence of, 247- 
248, 250 

social worker, 335-336 
teacher aides in, 336 ff. 
teacher mental health role in, 271 
ff., 354 ff. 

teacher-moms in, 375 ff. 
technological change and, 309 
total atmosphere emphasis in, 253- 
254 

traditional vs. modern ideology, 243, 
246 

Secondary prevention, see Prevention, 
secondary 

Self-acceptance, Companion Program 
and, 103-104 
Self-actualization, 77 
Self-analysis by teachers, 283-284 
Self-concept, life space theory and, 281- 
282 

Self-critical programming, 158-159 
Self-definition, 58 
Self-perception, school and, 245 
Seminar 

behavioral sciences, 266-267 
case, 217 ff., 225 ff. 
mental health role and, 276 
Sex differences in school influences, 
247-248 

Sexual behavior, moral judgment of, 
104 

Short-term services, 38 
Situational analysis by teachers, 282- 
283 

Skills, learning of 
in Re-ED, 356-357 
by teachers, 284-285 
Slow learners, 266-267 
Social action, definition of, 171 
Social cohesion, 165-166, 173 
Social institutions training, 1 34 
Social learning theory, 70-71 
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Social movement in mental health, 33 

ff. 

Social organizations, milieu therapy 
and, 131 
Social sciences 

in elementary school, 257 ff. 
study of, in America, 35-36 
Social systems change, 81-82 
goals, 177-178, 362-363 
operant learning and, 367 
prevention and, 180 
role theory and, 363 ff. 
school and, 288, 362 ff. 

Social work 

political clout of, 86 
Re-ED and, 360 

volunteers vs. mental illness volun- 
teers, 102-103 

Society for the Prevention of Cruelty 
to Children, 200 
Socioeconomic class 

adjustment of children and, 2'' ff. 
behavioral sciences and, 264-26 j 
housewives as therapists and, il5, 
123 

incidence of disorders and, 186, 191 
inequities in services for, 19, 75, 402 
symptomatology level and.. 57 
Socioenvironmental therapy, 129 ff. 
history of, 1 30 
training in, 134 ff. 

Sociometrics, see Testing 
South Shore Mental Health Center, 
257, 263 

Specialized skill instruction, 154-155 
Speech service, 371 

Staff meetings, socioenvironmental ther- 
apy and, 131 
State hospital 
attendants, 129 
history of, 129 
Street argument, 149 
Stressors, 57 

Style and skill expansion, 163 
Style match approach, 162, 402, 429 
Subprofessional workers, 140-142 
Suggestibility, 57 
Suicide, 172 



Surgeon General’s Ad Hoc Committee, 
233, 234 

Symptomatology, 49-50, 53 
Companion program and, 100 
maternal assessment of, 297-299 
in poor, high level of, 57 
System.s-centered operations, 399 ff. 

Talking, Companion and patient, 95 
Tattling, 266 
Task-oriented groups, 177 
Teacher-moms, 375 ff. 

Teachers 

behavioral science, 255, 256, 266- 
267 

conceptual material and, 286-287 
consultations, 230, 274 ff., 307 ff., 
353 ff. 
crisis, 287 

early detection and, 332 
ego strength development of, 277 
institutional roadblocks to, 285-286 
itinerant, 372 
liaison, 360-361 

mental health functions of, 271 ff. 
reading, 372 

referral processes and, 287-288 
self-analysis by, 283-284 
situational analysis by, 282-283 
special skills for, learning of, 284- 
285 

special subject, 372-373 
strain relief for, 280-282 
visiting, 372 

Team, mental health, 196 ff. 
duties of, 334-336 
evaluation of, 207-208 
Technology 

influence of, 308-309 
medical model and, 396 
Teenagers, training of, 144 ff. 
Tension-releasing models, 46 
Tertiary prevention, 18, 180-182, 400 
Testing 

behavioral science, 260, 265 
of Companions, 98, 100 
early detection and, 335 
emotional adjustment and, 299 
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Testing Ccont'd) 

of graduates, 138, 318 ff. 
for maternal attitudes, 299 ff. 
nonprofessional for, 420-421 
school influence and, 246 
Theology, psychology conflicts with, 
228 

Therapeutic community, 130 ff. 
Therapeutic intervention, 55 
Therapeutic social club, 1 30 
Therapy, see Psychotherapy 
Torrance Scale, 321-322 
“Total push” treatment, 1 30 
Training 

abstractness of, 425 
behavioral science, 255, 256, 266- 
267 

changes, in universities, 33 ff. 
child behavior consultant, 314 ff. 
Companions, student, 94 
consultants, 232 
counselors, 1 1 0 ff . 
human service aides, 144 ff. 
innovation and versatility, 440 
neighborhood centers, 174-175 
new personnel, 140-142 
nonprofessional, 424-425, 432 
professional, 436 ff. 
socioenvironmental therapy, 133 ff. 
teacher aides, 337-338 
teacher-counselors, 353-354, 357-359 
teacher-moms, 376 
transfer of, in first grade, 266 
Tuberculosis, 308 



Undergraduates, see College students 
Unions, 67 

University changes, 33 ff. 

Unmet needs of society, 148 
Unwed mothers, 199 
Urban agents, 414 

Verbal contagion, 149 
Versatility, training for, 440-441 
Visits, Companions for, 95, 96 
Vocational interest 

behavioral sciences and, 260 
Companion program and, 107 
socioenvironmental therapy and, 1 38- 
140 

Volunteers 

characteristics of students as, 98-99 
Companion, 91 ff. 
housewife, 116 
See also Nonprofessionals 
Vulnerability, 56-57 

Walk-in clinic, 79-80 
Welfare organizations 

caseworkers, seminars with, 229 
history of, 199-200 

Well-baby clinics, housewives counsel- 
ing, 115, 122 ff. 

Wilmington program, 222 ff. 

Woodlawn Organization, 172 
World Wars, impact of, 8-9, 36, 37 
Wright School, 353 



